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PREFACE. 

These  lectures  are  the  fruit  of  many  years'  study  of 
the  gonococcus  as  it  hves  in  its  natural  habitat  the  human 
urethra.  They  contain  deductions  drawn  from  a  research 
carried  out  on  several  thousand  animal  experiments  made 
blindly  by  Nature  in  implanting  the  gonococcus  on  the 
human  urethra.  Each  c?se  has  been  studied  by  observa- 
tions with  instruments  of  precision  from  start  to  cure,  care- 
ful records  havmg  been  kept,  and  the  results  of  different 
treatments  having  been  noted.  It  would  not  be  possible 
to  append  a  detailed  list  of  these  cases  and  a  complete 
analysis  thereof.  Nor  do  I  think  my  readers  would  profit 
by  such  a  list,  even  if  they  had  the  courage  to  read  it.  I 
think  that  they  will  learn  more  by  receiving  in  these  lectures 
some  of  the  lessons  \^hich  I  have  taught  myself  in  the 
course  of  this  study.  Nevertheless  those  who  crave  for 
such  things  will  find  in  Appendix  II.  the  results  obtained 
by  a  complete  analysis  of  180  consecutive  cases. 

I  have  thought  it  helpful  to  illustrate  many  of  the  state- 
ments made  in  the  lectures  by  including  in  a  separate  appendix 
a  number  of  cases  pertinent  to  such  statements.  I  am  aware 
that  statements  of  fact  cannot  be  substantiated  completely 
by  citing  isolated  cases,  but  my  readers  must  take  it  from  me 
that  where  I  mention  only  one  or  two  cases  in  support  of  a 
statement  it  is  not  because  I  could  not  bring  forvt-ard  a  great 
many  more  cases  of  similar  nature,  but  because  I  do  not 
wish  to  weary  my  reader  with  repetition  of  details  and  cause 
his  interest  to  wane.  This  must  be  a  sufficient  excuse  to 
those  who  may  desire  a  more  complete  warrant  for  my 
statements. 

It  is  at  present  too  much  the  fashion  to  think  that  a 
bacterium  can  only  be  studied  by  growing  it  on  an  minatural 
artificial  medium  in  the  laboratory.  I  am  old-fashioned 
enough  lO  think  that  a  great  deal  can  still  be  learnt  by  studying 
a  bacterium  hving  under  natural  conditions.  Did  not  Jonathan 
Hutchinson  gather  a  wonderful  store  of  facts  about  "  the 
virus  "  of  syphilis  by  many  years'  patient  study  in  the  out- 
patient department  of  men  and  women  infected  by  "  <he 
virus  "  mider    natural  conditions  ?     Not   such  a    very  large 


VI.  DISEASES   OF    THE    MALE   URETHRA. 

number  of  new  facts  have  been  added  of  recent  years  to 
what  Jonathan  Hutchinson  had  abeady  discovered  about 
the  "  virus,"  as  can  be  confirmed  by  loferring  to  his  original 
writings  on  «yphihs.  Yet  if  we  would  heed  the  modern 
bacteriologist  we  should  ])e  led  to  believe  that  nothing 
was  kno^\'n  of  this  "  virus  "  before  Schaudinn  discovered 
the  treponema  pallidum. 

The  proper  study  of  mankind  is  man.  This  book  is 
an  endeavour  to  lead  the  minds  of  the  practitioner  from  a 
too  exclusive  study  of  the  gonococcus  in  the  test  tube,  and 
to  persuade  him  to  return  to  the  study  of  the  gonococcus 
as  it  lives  m  the  human  urethral  tube  :  to  observe  the  clinical 
pathology  as  it  unfolds  itself  to  urethroscopic  examination  ; 
and  to  leam  how  the  tissues  may  be  made  to  re-act  favourably 
against  the  gonococcus,  until  the  body  is  rid  of  such  an 
midesirable  parasite. 

When  it  became  clear  that  special  clinics  were  to  be  started 
in  1917  under  the  County  Councils.  I  resolved  to  give  a  course 
of  lectures  on  Diseases  of  the  JNIale  Urethra.  These  lectures 
were  so  well  attended  that  I  felt  they  were  supplying  a  want, 
and  I  determined  to  publish  the  lectures  as  a  small  book, 
hoping  that  the}^  might  serve  as  a  guide  to  put  practitioners 
on  modern  lines  in  dealing  with  urethritis. 

All  British  surgeons  have  been  so  ovenvhelmed  with 
additional  operative  work  since  the  war  started  that  I  have 
had  no  proper  time  to  prepare  these  lectures  in  such  a  way 
as  would  satisfy  me.  To  this  must  be  partly  ascribed  their 
many  imperfections.  Nevertheless,  I  believe  that  in  these 
lectures  I  tackle  the  subject  of  urethritis  in  a  fresh  manner. 
I  endeavour  to  show  how  it  is  possible  to  follow  the 
disease  clinically  Avith  hand  and  eye,  not  only  as  regards 
diagnosis  and  treatment,  but  actually  as  regards  the 
pathology  of  the  disease.  I  am  a  great  believer  in  the 
pathology  of  the  livmg.  The  clinician  can  teach  many 
lessons  to  the  laboratory  pathologist,  lessons  which  cannot 
be  learnt  except  by  studymg  disease  in  the  living  patient. 
Albarran  points  this  out  so  forcibh'  in  his  work  on  the 
Siurgery  of  the  Kidney  and  Bladder,  wherein  he  always 
devotes  a  space  in  each  chapter  to  a  study  of  the  pathologj' 
as  observed  at  operation. 

\Mien  a  doctor  has  finished  reading  the  text -books 
on  this  subject,  he  may  not  feel  much  wiser  as  to  hovr  to 
start  tackling  each  case  that  comes  along.  But  I  hope  that 
after  reading  m}^  lectures  he  will  feel  that  he  has  received 
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practical  guidance  as  to  how  to  start  off  on  his  cases,  and 
accumulate  his  OAvn  experience. 

As  regards  books,  I  have  been  unable  to  find  any  realh' 
satisfactory  book  on  this  subject,  except  the  classical  work 
of  Wossidlo.  I  consider  that  work  as  by  far  the  best  that 
has  yet  been  written  on  this  subject.  Unfortunately  it  has 
not  yet  been  translated  from  the  German. 

I  would  like  to  take  this  opportimity  of  ithanking 
Dr.  Panton  for  his  help  in  preparing  a  short  practical  lecture 
on  the  clinical  pathology  of  urethritis.  I  must  also  thank 
Messrs.  Shiells  and  Ford  for  the  excellent  finished  drawings 
they  have  made  from  my  rough  sketches,  and  my  brother, 
Dudle.y  Kidd,  for  the  micro -photographs  of  prostatic  fluid. 
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LECTURE    I. 

URETHRITIS. 

ETIOLOGY. 

Urethritis  is  in  most  instances  established  by  the  direct 
implantation  of  a  specific  bacterium,  the  gonccoccus  of 
Neisser.  Do  not  forget  that  it  may  be  caused  by  other  germs, 
such  as  colon  bacilli,  streptococci,  staphylococci  and  so  forth. 
Investigate  all  urethral  discharges  under  the  microscope. 
In  a  consecutive  series  of  one  himdred  cases  of  urethritis,  a 
gonococcus  was  found  in  eighty-four,  a  streptococcus  in  five,  a 
staphylococcus  in  eleven  cases. 

In  the  majority  of  cases  urethritis  is  contracted  by  the 
male  after  connection  with  an  infected  woman.  Do  not  forget 
that  a  man  may  contract  disease  even  though  he  has  used  a 
condom.  I  have  known  many  instances  of  this.  He  probably 
infects  himself  by  soiling  the  urethra  Avith  the  fingers  after 
he  has  removed  the  condom  or  by  washing  the  penis  after- 
wards in  an  infected  utensil,  or  the  condom  may  have  broken. 
Urethritis  due  to  other  germs  than  the  gonococcus  may  be 
contracted  from  a  woman  who  is  menstruating  (1,  2,  3),*  from 
a  woman  who  has  non-specific  vaginitis  set  up  by  causes 
such  as  an  unclean  pessary,  or  by  rectal  coitus  (4,  5).  I  have 
instances  of  all  these.  Before  the  war  I  had  seen  only  a  few 
undoubted  instances  of  urethi'itis  contracted  from  infected 
towels  (6),  bathing  drawers  (7),  water  closets  (8,  9,  10).  Since 
the  war  I  have  seen  a  number  of  cases  contracted  from  these 
sources  as  the  soldiers  are  often  thrown  together  at  the  front 
or  even  in  camp  (11)  at  home  under  conditions  ^^hich  favour 
such  contagion. 

Spontaneous  or  Hematogenous  Urethritis  may  occur. 
I  have  on  several  occasions  observed  a  man  develop  a  slight 
urethritis  at  the  onset  of  measles  (12.  13),  no  germs  being 
distinguishable  in  the  discharge  but  only  pus  and  epithelial 

*  The  figures  refer  to  illustrative  cases  in  Appendix  I. 
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cells.  These  discharges  have  cleared  up  without  treatment. 
I  have  also  observed  a  case  of  mumps  (14)  that  began  with 
orchitis  and  slight  purulent  urethral  discharge.  I  have  also 
observed  several  cases  of  spontaneous  urethritis  due  to  the 
colon  bacillus  (15,  16,  17)  in  men  who  were  very  run  down, 
who  had  not  been  exposed  to  infection  and  who  developed 
urethritis  with  or  without  simultaneous  attacks  of  haemato- 
genous  prostatitis  and  pyelitis. 

Do  not  forget  that  there  is  such  a  thing  as  "  chemical  " 
urethritis  (18,  19). 

Surgical  Anatomy  of  the  Urethra. 

An  understanding  of  the  surgical  anatomy  of  the  Urethra 
is  essential  in  the  study  of  Urethritis. 

The  first  conception  to  get  into  your  minds  is  that  the 
urethra  is  divided  into  two  portions,  the  ariterior  urethra  and 
the  posterior  urethra.  The  point  of  division  is  the  compressor 
urethras  muscle  ("  cut  off "  muscle)  which  surrounds  the 
membranous  portion  of  the  urethra.  In  front  of  the  muscle 
lies  the  anterior  urethra,  six  inches  long.     This  consists  of  : — 

1.  The  meatus  which  is  the  narrowest  portion  of  the  canal, 
the  calibre  being  24  Charriere  in  average  individuals. 

2.  The   fossa    navicularis    one    inch    long    and    containing 

usually  one  large  gland  on  the  roof,  the  lacuna  magna. 
(Calibre  30-35  Charriere.) 

3.  The  penile  or  pendulous  portion  distal  to   the  scrotum, 

containing  on  the  roof  numerous  glands  or  follicles 
and  being  very  resistant  to  dilatation.  (Calibre  28-30 
Charriere.) 

4.  The  bulbous  portion  extending  to  the  comj^ressor  muscle, 

containing  only  a  fe\^'  large  glands  usually  on  the  roof 

and  being  very  dilatable.     (Calibre  40-45  Charriere.) 

The  mouths  of  Cowper's  glands  open  on  the  floor  of  the 

bulb,  but  these  can  hardly  ever  be  seen  by  the  urethroscope 

and  in  my  experience  are  only  found  infected  on  the  very 

rarest  occasions. 

The  Compressor  Urethrce  is  a  powerful  voluntary  muscle 
which  passes  into  spasm  on  the  slightest  provocation  as  by 
the  stimulus  of  antiseptics  or  instruments  on  the  mucous 
membrane.     It  can  onlv  be  relaxed  bv  an  effort  of  will  or 
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by  desensitizing  the  mucous  membrane  with  Novocain  or 
Stovaine.  There  are  no  glands  of  any  importance  opening 
into  the  membranous  urethra,  and  this  part  of  the  canal 
hardly  ever  acts  as  a  reservoir  of  latent  urethritis,  though  it  is 
sometimes  the  site  of  troublesome  strictures,  soft  and  hard. 

The  Posterior  Urethra  is  between  one  and  two  inches  long, 
and  is  one  of  the  most  highly  sensitive  and  highly  absorptive 
mucous  membranes  in  the  body.  Half  a  grain  of  cocaine  in 
the  deep  urethra  is  absorbed  in  a  few  mmutes  and  may  kill  a 
patient.  A  fcAv  bacteria  carried  into  the  deep  urethra  by  an 
unclean  instrument  will  set  up  a  ligor  and  may  even  lead  to 
death  from  septicaemia.  Treat  the  deep  urethra  with  the 
utmost  care,  gentleness  and  respect.  The  deep  urethra  has  a 
calibre  of  35-40  Charriere.  The  roof  and  sides  are  seldom 
provided  with  glands.  On  the  floor  lies  the  verumontanum, 
a  sensitive  erectile  structure  on  the  apex  of  which  open  the 
ejaculatory  ducts  guarded  each  by  a  powerful  sphincter  muscles. 
On  each  side  of  the  verumontanum  open  numerous  ductules 
of  the  prostatic  glandular  tubules.  The  uterus  masculinus 
lies  in  the  centre  of  the  verumontanum  and  is  a  bogey  often 
cited  to  explain  failure  to  cure.  Actually  it  is  very  seldom  a 
factor  of  importance  in  keeping  up  a  discharge.  The  posterior 
urethra  is  cut  off  from  the  bladder  by  a  weak  involuntary 
muscle,  the  internal  sphincter  of  the  bladder.  It  used  to  be 
taught  that  the  bladder  and  deep  urethra  v,ere  practically 
one,  and  that  the  internal  sphincter  did  not  keep  the  urethra 
shut  off  from  the  bladder.  I  am  convinced  from  practical 
observation  that  this  is  not  the  fact,  and  that  in  the  majority 
of  cases  the  internal  sphincter  is  a  potent  cause  in  keeping 
urethritis  from  spreading  to  the  bladder.  The  bladder  mucous 
membrane  also  seems  to  be  highly  resistant  to  the  gonococcus. 
In  practice,  therefore,  consider  the  deep  urethra  as  distinct 
from  the  bladder. 

The  urethra  is  not  a  simple  tube  ;  if  it  were  so  urethritis 
would  be  a  simple  disease.  The  tube  needs  to  be  kept  moist 
so  that  the  walls  naturally  in  a  state  of  collapse  can  be 
separated  widely  during  the  passage  of  urme  without  tearing. 
For  this  purpose  mucus-secreting  glands  of  various  sizes  are 
provided  in  the  walls  of  the  tube  "  glands  of  Littre " 
"  follicles,"     "  lacunaB     of     Morgagni,"     "  prostate     glands," 
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"  vesiculse  seminales."  The  mouths  of  the  glands  point 
forwards.  If  the  healthy  urethra  is  inspected  by  means  of 
the  urethroscope  the  mouths  of  these  secreting  glands  glistening 
with  mucus  can  be  seen  chiefly  on  the  roof  of  the  canal.  The 
glands  serve  to  keep  the  walls  of  the  canal  moist  and  glisten- 
ing. In  exceptional  cases  glands  both  small  and  large  are 
found  on  the  floor  or  sides  of  the  canal. 

The  mucous  membrane  is  lined  by  epithelial  cells  stratified 
in  the  fossa,  but  further  back  columnar.  Underneath  is 
found  a  submucous  areolar  coat  rich  in  elastic  fibres  and 
blood  vessels,  which  merges  with  the  muscular  and  cavernous 
tissues  of  the  corpus  spongiosum.  Directly  underneath  the 
submucous  coat  is  a  well-defined  layer  of  unstriped  muscle 
fibre  disposed  in  circular  rings.  These  rings  are  very  obvious 
on  urethroscopic  examination.  Underneath  this  layer  lies 
the  cavernous  tissue  of  the  corpus  spongiosum. 

The  lymphatics  of  the  front  portion  of  the  urethra  lead 
to  the  glands  of  the  groin  on  both  sides.  The  lymphatics 
of  the  deep  urethra  and  prostate  lead  to  the  hypogastric  and 
external  iliac  glands,  and  so  to  the  lumbar  glands. 

Look  upon  the  urethra  then  as  a  tube  divided  into  two 
parts :  The  anterior  'portion,  non-absorptive  and  easily 
accessible ;  the  posterior  portion,  very  sensitive  and  hard 
to  get  at.  Look  upon  these  two  portions  of  tube  not  as 
cylinders  with  smooth  walls,  but  as  cylinders  with  numerous 
perforations  in  their  walls,  these  perforations  leading  to 
blind  tubes  or  glands  of  varying  length  and  complexity. 

Pathology  of  the  Living  as  observed  Clinically. 
After  implantation  in  the  fossa  navicularis,  the  gonococcus 
lies  apparently  dormant  for  a  period  of  two  to  seven  days, 
during  which  time  it  is  in  reality  multiplying  itself  until  it 
becomes  many  myriads  of  germs.  In  180  cases  the  average 
incubation  period  was  seven  days,  the  shortest  one  day  and 
the  longest  twenty-one  days.  At  the  end  of  the  incubation 
period  the  germs  now  present  in  vast  quantities  elaborate 
poisonous  bodies  which  irritate  the  tissues  and  set  up 
inflammation.  As  a  result  an  exudation  is  poured  out  of  the 
blood  vessels  into  the  urethra,  which  exudation  appears  at 
the  opening  of  the  urethra  as  a  yellow  purulent  discharge. 
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The  uriiie  passing  over  the  inflamed  urethra  causes  pain. 
These  two  facts  inform  the  victim  that  he  has  contracted 
the  disease.  During  the  incubation  period  the  victim  does 
not  know  that  he  or  she  has  any  infection,  and  in  many  cases 
I  have  record  that  connections  with  other  persons  have  taken 
place  during  this  period,  with  consequent  spread  of  the  disease. 
In  this  way  married  men  or  women  who  have  gone  astray 
have  given  the  disease  to  their  wives  (20)  or  husbands  (21) 
by  going  with  them  during  the  incubation  period  before  they 
have  realised  that  they  are  in  fact  infected  or  infectious. 
In  180  cases  24  married  men  were  fomid,  6  of  whom  had  thus 
given  it  to  their  wives.  Of  these  24  married  men  it  was 
known  that  15  had  contracted  it  from  women  other  than 
their  wives.  The  remamder  had  undoubtedly  got  it  from  their 
wives  who  had  gone  astray. 

Do  not  be  deceived  because  the  incubation  period  seems  to 
have  been  unduly  prolonged.  In  reality  the  patient  has 
had  a  mild  discharge  and  has  not  noticed  it,  and  only  a  bout 
of  alcohol  or  excessive  coitus  or  some  debilitating  factor 
has  brought  on  a  more  profuse  and  therefore  obvious  discharge. 
In  cases  of  urethritis  the  germs  ascend  the  urethra  at 
varying  rates.  If  the  germs  are  very  virulent  or  if  the  patient 
is  very  run  down  in  health  or  indulges  in  excessive  alcoholic 
or  sexual  excitement  then  the  germs  may  ascend  quickly 
and  reach  the  deep  urethra  in  a  few  days.  In  the  average 
case  it  is  ten  days  to  a  fortnight  before  they  get  as  far  as  the 
deep  urethra  and  in  some  cases  three  or  four  weeks. 

How  the  gonococcus  ascends  we  do  not  know.  AU  we 
know  is  that  if  we  urethroscoije  during  the  early  acute  stage 
(a  practice  I  do  not  advise)  we  can  see  quite  cleaily  how 
high  the  inflammation  has  spread.  We  see  the  walls  of  the 
tube  highly  inflamed  for  some  inches  and  then  quite  suddenly 
we  see  the  mucous  membrane  pale  and  healthy.  Evidently 
the  germ  grows  steadily  upwards  in  the  ordinary  cases  ;  but 
in  hyper-acute  cases  it  ascends  by  some  process  the  nature 
of  which  we  do  not  exactly  know. 

Experiments  on  the  urethra  of  animals  by  Bond.  Walker 
and  Thiele  have  proved  that  under  the  conditions  of  animal 
experiment  germs  implanted  in  the  fossa  navicularis  can  be 
found  a  few  hours  later  not  onlv  in  the  testicle  but  imdei 
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the  capsule  of  the  kidneys  and  in  the  thoracic  duct.  Apparently 
they  penetrate  the  mucous  membrane  and  spread  by  way  of 
the  lymphatic  channels  in  the  walls  of  the  vas  to  the  testicles, 
and  in  the  walls  of  the  ureters  to  the  kidneys  and  lumbar 
lymphatics. 

Practical  experience  in  the  study  of  germ  implantation 
in  the  male  urethra  proves  quite  clearly  in  the  vast  majority 
of  cases  that  even  if  the  germs  do  spread  upsvards  rapidly 
in  the  lymphatics  then  they  are  destroyed  and  eliminated, 
and  it  is  quite  certain  that  they  do  not  in  the  ordinary  cases 
lodge  and  produce  inflammation.  We  do  not  deny  from 
clinical  experience  that  germs  implanted  in  the  male  urethra 
do  enter  the  lymphatics  as  in  the  case  of  experimental  animals. 
But  what  we  can  most  positively  deny  is  that  in  any  but 
exceptional  ciicumstances  they  cause  any  clinical  evidence 
of  their  presence,  and  we  affirm  that  they  soon  disappear 
from  such  situations.  I  believe  myself  that  in  those  excep- 
tional cases  where  the  gonococcus  appears  to  reach  the  deep 
urethra  in  a  few  days  that  here  we  have  exceptional  instances 
of  the  germs  spreading  up  by  lymphatic  spread  and  actually 
lodging  and  setting  up  inflammation. 

As  the  gonococci  spread  up  the  canal  they  sink  into  the 
mouths  of  the  glands  and  also  sink  into  the  areolar  and  muscular 
tissue  beneath  the  basement  membrane  ;  and  in  severe  cases 
they  reach  the  dorsal  lymphatics  and  the  glands  of  the  gioin. 
The  blood  vessels  of  the  urethra  dilate  and  pour  forth  plasma 
and  pus  ceUs  (inflammation).  The  mucous  membrane  can 
be  seen  to  be  red  and  swollen  and  bathed  in  pus  ;  and  pus 
can  be  seen  pouring  out  of  the  glands  of  Littre,  the  glands 
themselves  being  swollen  so  that  their  bodies  project  into 
the  lumen  of  the  canal. 

When  the  germs  reach  the  deep  urethra  (58%  in  180 
consecutive  cases  that  came  up  to  be  examined,  but  almost 
invariably  in  untreated  cases)  they  penetrate  the  tubules  of 
the  prostate  gland  and  the  seminal  vesicles,  so  that  these 
glands  can  be  felt  b}^  a  finger  in  the  rectum  as  hot  and  swoUen. 
In  15^,;  of  posterior  cases  the  germs  spread  to  the  testicles 
but  they  very  seldom  reach  the  bladder  and  hardly  ever  the 
kidneys.  The  only  evidence  of  bladder  infection  is  greatly 
increased  frequency  of  micturition.     Most   cases  labelled  as 
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gonococcal  cystitis  are  reaUv  cases  of  deep  urethritis.  The 
bladder  milike  the  urethra  is  highly  resistant  to  the  gonococcus. 

If  a  case  comes  to  us  before  the  disease  has  spread  to  the 
deep  urethra,  and  if  we  at  once  institute  irrigation  or  injection 
treatment  then  it  is  most  exceptional  to  find  the  disease 
spreading  at  a  later  date  to  the  deep  urethra.  It  is  most 
important  to  recognise  this  fact. 

If  a  large  number  of  cases  in  the  early  acute  stage  are 
observed  clinically  it  wiU  be  noted  that  on  the  average  it  takes 
about  ten  days  to  a  fortnight  before  the  germs  reach  the  deep 
urethra  and  prostate  though  there  are  exceptions  to  the  rule 
in  hyper-acute  cases.     This  is  a  fact  of  vital  importance. 

During  the  early  stages  the  g;erms  being  confined  to  the 
anterior  urethra  are  easily  got  at  by  means  of  antiseptic 
applications  and  can  be  got  under  control  and  prevented 
from  spreading  to  the  deeper  parts.  The  disease  can  then 
be  cured  in  a  few  weeks,  often  indeed  in  a  week  (22,  23.  24,  25). 
This  is  a  fact  that  has  not  been  widely  appreciated.  A  fatal 
doctrine  has  been  taught  in  many  of  the  English  schools, 
namely  that  in  the  early  acute  stages  injections  should  not 
be  used.  This  is  a  most  pernicious  fallacy  and  needs  to  be 
eradicated  from  the  mind  of  the  profession.  Evidence 
gathered  by  modern  chnical  observers  goes  to  disprove  this 
fallacy.  Clinical  experience  shows  that  it  is  in  the  early 
stages  that  antiseptics  properly  applied  in  suitable  strengths  can 
cure  the  disease  quickly.  Antiseptics  used  to  be  applied  in 
unsuitable  strengths,  and  that  is  why  this  fatal  doctrine 
grew  up.  Pace  Ahnroth  Wright,  no  disease  illustrates  better 
than  acute  urethritis  the  favourable  reaction  of  purulent 
tissues  to  the  application  of  suitable  antiseptics,  and  this 
reaction  can  be  used  as  a  constant  and  living  proof  of  the 
fallacy  of  some  of  Wright's  statements  or  "  postulates." 
E.g.  "  These  general  truths  are  firmly  based  upon  experiment. 
It  can  be  demonstrated  that  none  of  our  ordinary  antiseptics 
extirpate  microbes  ...  in  purulent  discharges."  Treatment 
of  Infected  Wounds.  Sir  Ahnroth  Wright,  Lancet,  June  17th, 
1916,  p.   1203. 

Gonococcal  urethritis  if  left  alone  or  treated  by  vaccmes  or 
irrigated  only  with  salt  solution  spreads  rapidly  upwards. 
If  in  the  earty  purulent  stages  Potassium  Permanganate  in 
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suitable  strengths  is  applied  to  the  suppurating  mucous 
membrane  of  the  anterior  urethra  by  injections  or  irrigations, 
the  discharge  is  at  once  lessened  and  in  a  few  days  disappears 
and  with  it  the  germs  that  caused  the  mfiammation.  In  other 
words,  "  It  can  be  demonstrated  everj^  day  that  an  ordinary 
antiseptic  Potassium  Permanganate  in  suitable  concentrations 
can  extirpate  microbes  (gonococci)  in  urethral  purulent 
discharges,"  These  "  general  truths  "  may  be  firmly  based 
upon  experiments  in  the  laboratory  but  they  are  foiuid  not 
to  hold  in  the  out-patient  department. 

If  a  case  is  left  alone  or  treated  simply  by  rest  in  bed, 
medicines  or  vaccmes,  what  happens  ?  Or  if  a  case  comes 
to  us  in  which  the  disease  has  already  spread  to  the  deep 
urethra,  what  happens  ?  If  we  observe  a  large  number  of 
cases  we  fmd  that  almost  invariably  the  disease  spreads  to 
the  deep  urethra  and  prostate  in  the  course  of  ten  days  to 
three  weeks  and  sets  up  acute  inflammation  in  that  structure. 
The  inflammation  in  the  deep  urethra  remains  acute  for  at 
least  five  weeks  from  the  first  sign  of  urethral  discharge  and 
very  often  for  as  long  as  seven  or  eight  rceeks.  During  this 
stage  of  acute  posterior  urethritis  the  patient  is  in  a  hyper- 
sensitized  state  and  it  is  very  easy  to  upset  the  equilibrium 
between  the  germs  and  the  tissues  and  to  set  up  blood  infection. 
This  explains  why  considerable  wisdom,  clinical  knowledge 
and  judgment  are  required  in  the  treatment  of  acute  posterior 
urethritis,  and  why  better  results  are  obtained  if  the  patient 
can  be  confined  to  his  bed. 

At  the  end  of  this  period  of  five  to  eight  weeks  the 
inflammation  suddenly  dies  do^vn  and  the  patient  seems  to 
develop  partial  immmiity  ;  that  is  to  say  he  is  no  longer 
in  a  hyper-sensitized  state  and  he  ceases  to  produce  very 
much  pus.  It  then  becomes  possible  to  employ  strong 
treatment  for  the  deep  urethra,  and  it  is  much  harder  to 
upset  the  balance  b}'  unwise  treatment.  It  is  then  safe  for 
the  patient  to  get  about,  take  exercise,  and  try  to  get 
fit.  At  the  same  period  the  gonococcus  clearly  becomes 
modified  also,  that  is  to  say  it  ceases  to  produce  an 
intense  irritant  poison  and  does  not  easily  invade  the  blood 
stream  and  irritate  the  body  into  producing  a  large  amount 
of  discharge. 
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A  few  cases  undergo  natural  resolution  at  this  stage 
but  only  a  few.  The  patient  often  thinks  he  is  cured  as  aU 
burning  and  pain  ceases,  and  urethral  discharge  is  hardh'' 
noticeable.  AU  the  same  this  state  of  mind  is  only  due  to 
lack  of  close  observation.  A  careful  observer  will  note  a 
little  gleety  discharge  m  the  morning  on  rising  or  wiU  notice 
threads  in  the  urine  or  even  a  slight  turbidit}'  of  pus  in  the 
urine.  A  really  careful  scientific  framed  worker  can  soon 
detect  the  fact  that  a  man  is  not  cured  but  has  passed  into  the 
chronic  stage  or  in  other  words  has  become  a  "  gonococcus 
carrier."  If  he  examines  the  threads  he  wiU  fuid  pus  ceUs 
and  a  few  gonococci  in  them.  If  he  exam^'nes  the  prostatic 
secretion  microscopically  he  will  find  pus  ceUs  and  gonococci. 
If  he  uses  the  urethroscope  he  will  fuid  infected  glands  of 
Littre  or  patches  of  submucous  infiltration  where  the  gonococci 
are  still  lurking  under  the  mucous  membrane  and  setting  up 
patches  of  chronic  inflammation  (=  early  stricture  or  soft 
stricture.)  These  facts  can  readily  be  detected  by  a  trained 
clmical  observer,  but  are  usually  conveniently  ignored  by  those 
who  are  after  short  cuts  to  cure,  a  very  fatal  thing  for  progress. 

In  other  words  there  is  a  chronic  stage  in  urethritis  which 
has  been  largely  neglected  in  the  past  both  by  patient  and 
doctor,  so  that  the  patient  is  told  that  he  is  cured  and  goes 
about  spreading  the  disease  to  other  people.  If  this  chronic 
stage  did  not  exist  the  gonococcus  would  liave  died  out  long 
ago.  Very  few  people  wiU  copulate  willingly  when  suffering 
from  profuse  urethral  discharge,  but  they  are  only  too  ready 
to  return  to  their  old  ways  when  they  have  enteied  the  chronic 
stage  of  urethritis  especially  if  they  have  been  told  by  their 
medical  advisers  that  they  need  not  worry  about  a  slight  gleet 
or  a  few  threads,  or  have  been  told  to  "  let  it  rip,"  that  classical 
phrase  of  the  mentally  inert. 

Notes  on  Symptoms  and  Signs. 

I  do  not  ]3ropose  m  these  Lectures  to  describe  in  detail 
the  ordinary  symptoms  of  acute  urethritis  such  as  burning 
and  discharge  and  so  forth,  as  they  are  sufficiently  well-known 
both  to  the  doctor  and  to  the  layman.  What  I  do  want  to 
emphasize  here  is  that  these  are  only  the  signs  and  symptoms 
of  the  early  acute  stages  (5-8  weeks).     What  I  want  to  bring 
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to  your  notice  is  the  importance  of  not  neglecting  the  signs 
and  symptoms  of  the  chronic  stage.  In  the  chronic  stage 
there  may  be  a  shght  gleet  noticed  only  in  the  mornings 
("  goutte  militaire,"  "  bon-jour  drop ")  or  there  may  be 
nothing  more  than  a  few  threads  in  the  urine.  A  man  in 
the  chronic  stage  may  pass  perfectly  clear  urine  for  weeks 
at  a  time,  containing  not  a  trace  of  pus  or  threads  ;  yet  in 
such  a  case  if  we  massage  the  prostate  and  vesicles  we  may 
find  the  secretion  full  of  pus  ceUs  and  gonococci.  This  is 
particularly  true  when  the  disease  is  confined  only  to  one 
vesicle  (26).  The  mouth  of  the  vesicle  tends  to  become 
occluded  and  the  gonococci  may  only  come  out  during 
excessive  coitus  or  after  an  excess  of  alcohol. 

Another  very  important  fact  to  note  is  the  effect  of  chronic 
prostatitis  on  the  general  health  (27).  A  man  with  chronic 
prostatitis  may  lose  a  stone  or  moie  in  weight,  may  become 
severely  neurasthenic,  and  so  depressed  as  to  be  suicidal. 
This  neurasthenic  condition  is  often  aggravated  by  a  low 
meat-free  diet  which  the  patient  has  adopted  on  the  advice 
of  his  doctor.  All  this  vanishes  with  the  cure  of  the  prostatitis. 
Probably  a  chionic  toxaemia  is  responsible,  or  it  may  be  that 
sub-conscious  irritation  of  the  complex  nerves  of  the  prostate 
with  their  close  emotional  connection  in  the  mid  brain  may 
be  the  cause  of  the  nervous  depression.  Remember  that 
nothing  helps  so  much  in  the  cure  of  a  chronic  prostatitis  as 
cheerful  suggestion  and  attention  to  the  general  health. 
Sea  air,  a  generous  diet,  and  open  air  exercise  are  the  most 
important  elements  in  success  in  treatment. 

Another  clinical  fact  should  be  emphasized.  I  find  tha^  a 
large  number  of  cases  labelled  as  chronic  sciatica,  chronic 
lumbago  (28,  29,  30),  chronic  rheumatism  have  their  origin 
in  an  unsuspected  gonococcal  focus  in  the  prostate  or  seminal 
vesicle.  In  such  cases  the  doctor  is  often  content  to  squeeze 
the  urethra  and  if  no  discha^'ge  is  obvious  then  he  dismisses 
gonorrhoea  as  a  possible  cause.  More  careful  obseivers 
may  even  look  at  the  urine.  But  here  again  in  many  cases 
not  even  threads  are  to  be  seen,  let  alone  pus.  The  only  way 
to  exclude  chronic  gonorrhoea  as  a  cause  of  obscure  rheumatism 
is  to  massage  the  prostate  and  vesicles  and  examine  the 
secretion  under  the  microscope.     If  pus  is  detected  then  the 
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cause  has  probably  been  found.  If  treatment  to  the  cause 
is  instituted  in  six  weeks  to  three  months  all  the  pains  vanish 
and  a  brilliant  cure  is  obtained.  The  same  holds  true  of 
obscure  cases  of  arthritis  (31)  and  iritis  (32,  33). 

There  is  another  clinical  sign  to  which  I  would  like  to 
call  your  attention.  So  long  as  the  disease  is  confined  to 
the  anterior  urethra  you  wiU  seldom  if  ever  find  fever.  It 
seems  clear  that  the  anterior  urethra  is  a  highly  resistant 
surface  and  does  not  permit  the  passage  of  fever-producing 
poisons  into  the  blood.  Once  the  disease  has  spread  to 
the  deep  urethra  fever  is  quite  common,  especially  if  the 
patient  is  not  at  rest  in  bed.  The  deep  urethra  is  a  highly 
absorptive  surface,  and  lets  through  at  once  the  fever-producing 
poisons.  Over  and  over  again  I  have  met  with  patients 
suffering  from  a  deep  urethritis  who  have  been  allowed  to 
get  about  by  their  doctors  with  a  temperature  of  103°  or 
104°  Fahrenheit.  It  has  not  occurred  to  their  doctors  that 
it  is  necessarv^  to  take  their  temperatures.  In  the  case  of 
any  other  acute  disease  the  temperature  would  be  taken 
routinely,  and  no  patient  would  be  allowed  to  be  up  and  about 
with  such  a  high  temperature.  It  should  become  a  routine 
practice  to  take  the  temperature  in  cases  of  acute  posterior 
urethritis,  and  if  the  temperature  is  raised  above  the  normal 
the  patient  should  be  ordered  to  bed. 

Another  interesting  fact  is  that  in  cases  of  chronic  posterior 
urethritis  which  are  not  doing  well  a  persistent  subnormal 
temperature  can  often  be  noted.  When  the  disease  takes  a 
turn  for  the  better,  simultaneously  the  temperature  rises 
to  normal  and  remains  there. 

Hsematuria  is  not  an  imcommon  symptom  at  the  onset  of 
an  acute  posterior  urethritis  (34,  35).  Usually  a  few  drops 
of  blood  are  squeezed  out  at  the  end  of  micturition.  If  strong 
irrigations  are  exhibited  in  such  cases  a  profuse  hsematuria 
may  be  set  up.  In  such  cases  use  only  the  mildest  injections, 
e.g.  1,8000  Potassium  Permanganate,  and  above  aU  do  not 
use  a  sound  or  a  cystoscope. 

Retention  of  Urine  may  occur  (36)  at  the  onset  of  a  very 
acute  posterior  urethritis.  In  such  cases  rectal  examination 
always  reveals  a  large  abscess  of  one  or  both  lobes  of  the 
prostate.      Grentle  pressure    with   the   fuiger   will  empty    the 
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abscess     a     little,    and     the    retention     may    at     once     be 
relieved. 

Latency. — ^Do  not  forget  that  the  gonococcus  may  lie 
latent  for  many  years  in  two  situations  :  first,  in  a  closed-off 
vesicle  (37,  38)  ;  secondly,  in  a  closed-off  suburethral  follicle 
(39).  It  is  not  true  that  the  gonococcus  is  a  short-lived 
bacterium,  as  is  so  often  stated  by  laboratory  pathologists. 
It  can  live  in  certain  situations  almost  indefinitely  unless 
cured  by  intelligent  treatment. 

Summary. 

In  the  course  of  this  lecture  I  have  shown  the  necessity 
for  microscopic  examination  of  all  urethral  discharges,  as 
the  infecting  germ  is  not  always  the  gonococcus.  I  have 
described  the  surgical  anatomy  of  the  urethra,  its  division 
into  two  poitions  by  the  compressor  muscle,  and  its  glandular 
nature.  I  have  shown  the  importance  of  the  incubation 
period,  and  of  recognismg  that  the  invading  bacteria  take 
some  little  time  before  they  reach  the  deep  urethra.  I  have 
asked  you  to  note  the  important  difference  between  trouble 
confined  to  the  front  part  only  where  antiseptics  can  yield 
a  quick  cure,  and  trouble  in  the  sensiti\e  deep  urethra,  which 
must  be  left  alone  until  it  dies  down  by  natural  process  of 
repair  and  becomes  amenable  to  antiseptic  treatment.  Finally 
I  hare  called  your  attention  to  the  fact  of  a  chronic  stage  of 
urethitis,  and  the  urgent  problem  of  recognising  and  curing 
the  "  gonococcus-carrier." 


LECTURE    II. 

DIAGNOSIS. 

In  the  study  of  Uretliritis  the  most  important  thing  of 
aU  is  accurate  diagnosis  :  first  as  to  whether  a  patient  has 
the  disease  or  not  ;  secondly,  if  he  has  the  disease,  the  stage 
of  the  disease,  namely  acute  anterior,  acute  posterior,  or 
chronic  anterior  and  posterior  urethritis  ;  finally  if  the  disease 
is  in  the  chronic  stage  the  accurate  diagnosis  as  to  where 
the  disease  is  lurking,  in  what  glands,  or  beneath  what  portions 
of  the  mucous  membrane  ? 

Why  is  accurate  diagnosis  so  important  ?  In  the  first 
place  many  a  man  comes  to  me  who  affirms  that  he  has 
gonorrhoea  and  his  doctor  affirms  the  same.  Yet  when  I 
come  to  examine  his  urethra  by  accurate  methods  I  find  he 
has  no  signs  of  disease  whatever.  Secondly,  many  a  man 
comes  to  me  passed  as  cured  by  his  doctor,  when  m  reality 
he  is  not  cured  at  all.  These  are  the  men  who  spread  the 
disease  broadcast  (40,  41,  42).  Again,  many  and  varied 
are  the  short  cuts  to  cure,  published  every  year.  Yet  if 
you  wiU  analyse  carefuUy  the  papers  written  on  the  subject 
you  wiU  find  that  many  of  those  who  publish  these  short 
cuts  have  no  accurate  standard  of  cure.  They  publish  as 
"  cures "  large  numbers  of  cases  which  are  in  reality  by 
no  means  cures.  These  "  cures  "  fortified  by  the  assurance 
of  their  healers,  launch  forth  afresh  and  infect  other  women 
and  so  the  disease  goes  round.  Practitioners  are  persuaded 
to  trust  these  new  methods,  when  in  reality  the  methods  may 
not  be  curing  but  merely  rendering  the  disease  latent.  It 
is  so  easy  to  render  the  disease  latent,  and  to  persuade 
yourself  you  have  obtained  "  a  cure." 

Again,  take  the  question  of  marriage.  How  disastrous 
to  let  a  man  get  married  to  a  healthy  woman  unless  you 
really  can  say  that  he  is  free  from  disease  (43,  44).  I  need 
labour  this  point  of  accurate  diagnosis  no  longer.  Enough 
has  been  said  to  show  the  extreme  importance  of  an  accurate 
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standard  of  diagnosis  as  to  whether  the  disease  is  present 
at  all,  and  if  so,  in  what  stage  and  to  what  extent. 

Now,  I  am  open  to  criticism  of  my  treatment.  Many 
may  say  it  takes  too  long  and  may  wish  to  shorten  it,  but 
I  am  convinced  that  my  methods  of  diagnosis  as  to  cure  are 
extremely  accurate.  When  I  say  by  my  methods  that  a 
man  is  not  cured,  I  am  willing  to  swear  to  it,  and  so  for  the 
converse.  No  one,  then,  should  embark  on  trials  of  a  new 
treatment  until  he  has  first  been  thoroughly  trained  in 
accurate  diagnosis,  and  until  he  realises  how  easy  it  is  to 
get  rid  of  urethral  discharge  and  obtain  an  apparent  cure. 

I  propose,  therefore,  to  start  this  lecture  by  describing 
my  method  of  tackling  a  case  of  chronic  gonoirhcea  or  gleet 
and  of  establishing  the  diagnosis.  I  wiU  then  describe  my 
method  of  tackling  an  early  acute  purulent  case.  Note 
at  once  that  the  two  methods  of  approach  are  by  no  means 
the  same. 

Diagnosis  of  a  Case  of  Chronic  Gonorrhoea  or  Gleet. 

First  Step. — ^We  will  suppose  that  the  man  has  held  water 
for  some  hours.  He  will  probably  not  complain  of  discharge, 
but  will  state  that  the  lips  of  the  meatus  are  stuck  together 
and  that  he  notes  threads  in  the  urine,  or  a  gleety  discharge 
on  rising  from  bed.  Squeeze  the  urethra  from  behind  forwards, 
and  collect  any  discharge  that  can  be  obtained,  and  spread 
it  out  on  several  slides.  (Note  that  many  a  man  has  gonorrhoea 
from  Avhom  not  a  trace  of  discharge  can  be  obtained.)  Fix 
and  stain  the  films  appropriately  and  examine  for  pus  cells 
and  gonococci.  If  onl}^  pus  cells  are  present  the  man  is 
susjject  though  the  case  is  not  proven.  This  is  the  easiest 
and  simplest  proposition.  But  the  man  may  have  no  obvious 
discharge,  so  that  further  investigation  is  needed. 

Second  Step. — ^Let  the  man  pass  urine  into  two  glasses. 
The  urine  may  be  hazy  with  pus  ;  that  is  to  say  the  haze 
does  not  disappear  when  acetic  acid  is  added  to  the  first 
glass  and  becomes  ropy  if  potassium  hydrate  is  added  to  the 
second  glass.  This  proves  that  a  deep  urethritis  or  a  cystitis 
is  present.  (Note  that  if  a  man  is  taking  sandal  oil,  then 
his  urine  may  be  hazy  with  fat  droplets.)  If  the  urine  is 
clear   but    contains   threads,    the    man   is   suspect.     Place   a 
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thread  mider  tlie  microscope.  If  it  contains  a  large  number 
of  pus  cells  the  man  is  almost  certainly  infectious.  The 
urine  may  be  clear  and  contain  no  threads.  Even  so  the 
man  may  be  infectious,  as  can  be  proved  by  the  third  step. 

Third  Step. — ^Ask  the  patient  to  kneel  on  a  couch.  Cover 
the  right  index  fuiger  with  a  rubber  fmger-staU.  Insert  the 
finger  into  the  rectum  and  proceed  very  gently  to  massage 
the  prostate  {vide  infra,  p.  35).  After  a  minute  or  so  several 
drops  of  opalescent  or  yeUow  fluid  wiU  drip  from  the  meatus. 


INT. 
SPHINCTEF^ 


Diagram  to  illustrate  Prostatic  Massage. 

Collect  a  drop  on  a  slide,  spread  out  and  stain  with  borax 
methylene  blue  or  carbolthionin.  Examine  under  a  micro- 
scope. Healthy  prostatic  fluid  consists  of  masses  of  amorphous 
bodies  of  varying  sizes  staining  a  deep  blue.  These  masses 
are  "  lecithin  bodies  "  or  droplets  of  fat,  prostatic  fluid  being 
an  emulsion  of  fat  or,  in  other  words,  a  lubricating  fluid. 
A  few  epithelial  cells  are  seen  but  no  pus  cells.  If  the  contents 
of  the  vesicles  have  also  been  expressed  there  can  be  seen 
large  pale  blue  discs  of  vesicular  secretion,  large  pale  vesicular 
cells  with  shadow  muclei,  and  numbers  of  spermatozoa.  If, 
however,  pus  cells  are  detected,  you  can  be  certain  that  the 
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man  is  suffering  from  prostatitis.  If  many  pus  ceUs  are 
present  you  can  be  sure  that  the  disease  is  still  infective, 
even  though  you  fail  to  detect  gonococci.  If  only  a  few 
pus  cells  are  present  the  help  of  a  clinical  pathologist  is  needed 
and  the  fluid  should  be  examined  by  him  on  several  occasions. 
Such  examinations  should  include  differential  stainings  and 
cultural  methods.  The  clinical  pathologist  will  state  if 
gonococci  are  still  present.  If  so  the  man  is  not  cured.  If 
absent  on  several  examinations  other  bacteria  will  probably 
be  detected  such  as  Staphylococci,  streptococci  or  bacilli 
of  the  colon  group.  These  are  generally  caused  by  secondary 
instrumental  infection  and  are  not  contagious  to  a  woman. 

Fourth  Step. — Suppose  the  man  has  passed  aU  these  tests 
satisfactorily  you  have  still  to  examine  the  urethra  with  the 
urethroscope.  No  man  should  be  passed  as  cured  unless  he 
has  undergone  this  method  of  exainination.  When  I  note  a 
man  writing  or  teaching  that  the  urethroscope  is  of  no  use 
then  I  know  that  he  has  not  tried  sufficiently  hard  to  train 
himself  in  the  use  of  this  instrument,  a  task  that  requires 
much  patient  perseverance,  and  I  know  that  his  published 
results  camiot  be  trusted. 

With  the  urethroscope  it  is  possible  to  detect  the  presence 
of  common  lesions  such  as  infected  glands  of  Littre,  soft 
sub-mucous  infiltrations,  fibrous  strictures  :  and  rarities 
such  as  warts,  polypi,  pouches  and  so  forth.  In  many  cases 
that  are  constantly  relapsing,  the  cause  is  at  once  detected 
as  a  suppurating  gland  of  Littre  which  can  be  destroyed 
through  the  uretlu'oscope  and  the  case  is  at  once  cured  ;  or 
it  may  be  found  as  a  soft  stricture  which  needs  dilatation. 
Once  more  I  wish  to  emphasize  the  fact  that  it  is  no  good 
sending  a  man  away  labelled  "  cured  "  when  you  have  not 
used  the  urethroscope  as  you  may  be  sending  him  away 
with  an  early  soft  stricture  Mhich  in  the  early  stage  can 
rapidly  be  cured  bj^  dilatation,  but  which  later  on  may  become 
hard,  fibrous  and  perhaps  micurable.  This  is  one  of  the 
most  important  reasons  why  it  is  impossible  for  a  bacteriologist 
to  treat  urethritis  by  vaccines  alone  in  his  laboratory.  Even 
if  he  stops  the  discharge  with  vaccines,  he  has  not  done  his 
duty  by  his  patient  if  he  has  not  excluded  stricture  with  the 
urethroscope. 
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Finally. — If  there  still  remains  any  doubt,  all  treatment 
is  discontinued  and  the  patient  is  asked  to  take  alcohol  daily 
for  a  week  or  a  fortnight.  At  the  end  of  this  time  he  is  again 
put  through  the  tests.  Alcohol  increases  the  signs  of 
inflammation  if  disease  is  present. 

After  this  series  of  tests  we  can  usually  say  that  the  man 
is  or  is  not  cured.  But  in  a  small  number  of  cases  there  is 
still  doubt.  These  cases  occur  in  men  who  have  ridden 
hard  a  horse  or  a  bicycle  or  who  have  undergone  long  treatment 
at  the  bands  of  those  who  are  not  versed  in  the  antiseptic 
ritual  of  urethral  instrumentation.  In  such  cases  there  is 
a  persistent  glycerine-like  or  milky  gleet,  not  increased  by 
alcohol  and  the  prostatic  fluid  shows  a  fail  number  of  pus 
cells.  Yet  prolonged  treatment  does  not  appear  to  benefit 
the  condition  but  rather  to  aggravate  it.  In  such  cases 
also  the  urine  may  show  a  most  persistent  haze  consisting 
of  bacteria  and  a  few  pus  cells,  or  the  urine  may  be  clear 
and  contain  light  floating  threads.  In  such  cases  at  least 
three  complete  tests  must  be  made,  a  clinical  pathologist 
being  present,  who  should  take  cultures  and  films  of  all  the 
various  secretions  above  described,  the  patient  being  on 
alcohol.  If  all  these  tests  are  negative  for  gonococci,  and 
show  simply  the  presence  of  staphylococci  (45),  or  strepto- 
cocci (46),  or  bacilli  (47,  48,  49,  .50),  then  the  patient  can  be 
passed  as  cured  of  his  gonorrhoea,  can  be  allowed  to  marry, 
and  should  discontinue  all  treatment.  Treatment  seems  only 
to  irritate  such  cases,  whereas  if  it  is  discontinued,  in  a  year 
or  less  the  gleet  dies  asvay  of  itself. 

y  A  Note  on  Threads. 

If  the  threads  are  a  bright  yellow  colour,  and  sink  at  once 
to  the  bottom  of  the  glass,  you  can  be  certain  they  are  rich 
in  pus,  and  are  infective. 

If  the  threads  appear  as  tiny  yellow  commas,  which  sink 
fairly  quickly,  you  are  dealing  with  little  plugs  of  purulent 
secretion  squeezed  out  of  the  prostatic  ducts  (prostatic  or 
comma  threads). 

If  the  threads  are  small  and  glycerine-like  and  rise  to 
the  top  of  the  glass,  you  will  find  that  they  consist  of  epithelial 
cells  and  an  excess  of  mucus.     The  case  is  probably  cured,  but 
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the  urethral  mucosa  and  glands  have  been  irritated  by 
prolonged  treatment  into  secreting  an  excess  of  mucus  and 
epithelium. 

If  the  threads  appear  as  long  coils  of  greyish  mucus  which 
neither  sink  nor  float  to  the  top,  you  are  probably  dealing 
with  a  secondary  infection. 

Note  that  threads  simply  mean  pus  or  mucus  of 
urethral  origin.  The  secretion  lying  on  the  wall  of  the 
urethra  is  swept  up  into  threads  by  the  stream  of  urine. 
A  large  number  of  healthy  men  pass  threads  in  their  urine, 
consisting  of  mucus  from  the  urethral  glands  and  a  few 
spermatozoa.  This  is  especially  so  for  a  day.  or  two  after 
a  seminal  emission.  Discourage  your  patients  from  inspecting 
their  urine  for  threads.  Many  a  man  passes  threads  who  is  / 
quite  healthy. 

Diagnosis  in  a  case   of  Acute  Purulent  Urethritis. 

It  is  most  important  for  you  to  learn  that  the  diagnosis 
of  an  early  acute  purulent  case — a  few  days  to  a  few  weeks 
after  infection — is  made  in  quite  a  different  manner  to  that 
of  a  sub-acute  or  chronic  gleet  case — two  months  or  more 
after  infection.  Unless  I  can  get  this  idea  firmly  fixed  in 
your  minds,  you  will  suffer  confusion. 

The  diagnosis  in  an  acute  purulent  case  is  usually  easy 
as  regards  the  gonococcus  itself.  Profuse  discharge  is  present. 
Take  and  stain  a  film  which  will  show  at  once  the  presence 
of  pus  cells  and  gonococci. 

What  further  facts  do  you  need  to  know  ?  You  want 
to  know  if  the  disease  is  still  confined  to  the  anterior  urethra 
or  if  it  has  spread  to  the  posterior  urethra.  This  is  determined 
by  the  glass  test.  Wash  out  the  anterior  urethra  with 
1/4000  Oxycyanide  of  Mercury  by  Janet's  method  until 
the  washings  come  away  clear,  as  tested  by  pouring  them 
into  a  glass  and  holding  them  up  to  the  light ;  that  is  to 
say  tiU  aU  the  pus  in  the  anterior  urethra  has  been  washed 
away.  Now  ask  the  patient  to  pass  water  into  a  clean  urine 
glass.  If  the  urine  is  clear  you  have  proof  that  there  is  no 
pus  coming  from  the  deep  urethra. — Diagnosis- Acute  Anterior 
Urethritis.  If  the  urine  is  hazy  and  purulent  (exclude 
phosphates  and  sandal  oil)   then  you  have  proof   that   the 
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pus    is    coming    from     the    deep    urethra. — Diagnosis- Acute 
Posterior  Urethritis. 

Why  is  it  so  vital  to  ascertain  these  facts  ?  If  the  disease 
is  stiU  confuied  to  the  anterior  urethra  you  can  hope  for  a 
cure  in  from  one  to  three  weeks — abortive  treatment.  If 
it  has  spread  back  further  then  j^ou  cannot  by  any  means 
hope  for  a  cure  in  under  two  or  three  months,  especially 
since  you  ought  not,  as  a  general  rule,  to  employ  strong 
antiseptic  washes  to  the  posterior  urethra  at  the  outset 
(five  to  eight  weeks)  with  the  idea  of  aborting  the  disease. 

The  object  of  the  test  is  for  Prognosis.  If  the  diagnosis 
is  Acute  Posterior  Urethritis,  explain  the  case  to  your  patient, 
and  warn  him  that  though  you  can  soon  cause  the  obvious 
discharge  to  disappear,  yet  he  wiU  not  then  be  cured  ;  but 
that  he  will  have  to  live  carefuUy  and  undergo  treatment 
for  many  weeks  before  you  can  promise  a  real  cure.  This 
is  aU  there  is  in  the  glass  test.  You  wiU  read  of  a  two-glass, 
three-glass,  five-glass,  and  even  a  seven-glass  test.  There 
is  no  need  for  all  this  complication  of  what  is  after  aU  a  very 
simple  matter.  One  glass  alone  is  required,  and  one  enamel 
pot  and  an  irrigator.  Place  the  patient  on  a  couch  and  wash 
out  the  anterior  urethra  with  a  clear  liquid  into  the  pot  until 
the  washings  as  seen  by  being  poured  into  the  glass  and  held 
up  to  the  light  are  seen  to  be  clear  of  haze  and  threads.  Empty 
out  the  glass  and  then  ask  the  patient  to  rise  and  pass  water 
into  it.  If  the  urine  is  clear  the  deep  urethra  is  clear.  If 
the  urine  is  purulent  the  deep  urethra  is  purulent.  What 
could  be  more  simple  than  this.  It  tells  you  if  the  patient 
is  suffering  from  anterior  urethritis  alone,  or  if  he  is  suffering 
also  from  posterior  urethritis.  This  is  the  vital  fact  you  want 
to  know,  as  you  want  to  explain  matters  to  3^our  patient. 

Tactile  Diagnosis  of  Acute  Inflammation  of  the  Prostate 
and    Vesiculae   Seminales. 

In  aU  cases,  and  especially  in  cases  of  acute  posterior 
urethritis,  examine  the  rectum  with  the  right  index  finger 
encased  in  a  rubber  cot.  The  prostate  may  not  be  swollen 
at  aU.  Do  not,  however,  massage  the  prostate  in  the  early 
stages,  as  you  wiU  do  harm.  Only  in  exceptional  circumstances 
is  it  wise  to  massage  the  prostate  during  the  acute  stages. 
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The  prostate  may  be  swollen  up  to  the  size  of  a  tangerme 
orange  on  one  or  both  sides.  This  means  that  there  is  a 
prostatic  abscess  containing  several  drachms  of  pus.  There 
is  seldom  any  need  to  open  such  an  abscess  (see  Appendix  IV.). 
Leave  it  alone  to  burst  naturally  into  the  deep  urethra,  unless 
there  is  concomitant  retention  of  urifie.  In  that  case  it  is 
justifiable  and  often  helpful  to  press  gently  on  the  abscess 
and  partially  empty  it  into  the  deep  urethra  with  relief  of  the 
retention.     This  is  one  exception  to  the  rule  given  above. 

In  other  cases  the  prostate  is  not  swollen,  but  one  or  both 
vesicles  can  be  felt  to  be  swollen  above  and  outside  the 
prostate.  These  cases  need  great  care  in  handling  and  should 
be  put  to  bed.  They  suggest  the  likelihood  of  an  approaching 
epididymitis  or  of  swollen  joints  and  iritis.  I  repeat  again, 
"  Do  not  as  a  general  rule  begin  to  massage  the  prostate  or 
the  vesicles  until  at  least  five  to  eight  weeks  from  the  onset 
of  the  disease  ;  "  that  is  to  say  only  when  the  chronic  and 
quiescent  stage  is  approaching  in  the  natural  course  of  events. 

A  gonorrhoeal  vesicle  is  sometimes  mistaken  for  a  tuberculous 
vesicle  by  the  injudicious.  The  diagnosis  is  seldom  in  doubt 
if  a  proper  history^  and  examination  has  been  made.  Do  not 
begin  to  think  of  tuberculosis  unless  there  exists  no  history 
of  exposure  to  infection  or  of  urethial  discharge,  but  a  history 
of  spontaneous  epididymitis  of  a  nodular  type,  the  urine 
remaining  clear  of  pus. 

The  Diagnosis  of  Epididymitis. 

Do  not  forget  that  by  far  the  commonest  cause  of 
epididymitis  is  gonococcal  urethritis,  but  that  at  the  onset  of 
this  complication  the  urethral  discharge  in  the  anterior 
urethra  often  suddenly  dries  up.  Ask  the  man  to  pass  water. 
You  will  find  it  full  of  pus  in  a  gonorrhoeal  case,  and  if  still 
in  doubt  the  urine  can  be  centrifugalised  and  specimens  of 
gonococci  and  pus  be  obtamed. 

In  the  absence  of  venereal  history,  and  with  a  clear  urine 
a  sudden  epididymitis  is  probably  tuberculous.  Suspend 
and  rest  the  testicle  a  few  da^'s,  when  the  acute  hydrocele 
will  subside  and  it  wiU  be  possible  to  distinguish  the  nodular 
craggy  epidid^'mis,  with  perhaps  isolated  nodules  or  headings 
in  the  vas,  an  unfailing  sign  of  tuberculosis.     If  necessary 
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apply  the  tuberculin  tests,  and  search  the  urine  or  the  prostatic 
fluid  for  tubercle  bacilli. 

There  is,  however,  another  trap  for  the  unwary  not 
emphasised  in  the  text  books.  It  is  not  uncommon  for 
men  who  are  run  down  by  exposure  and  fatigue  to  develop 
suddenly  an  acute  epididymitis  with  fever,  pjniria,  pain  at 
the  end  of  micturition,  increased  frequency  of  micturition, 
possibly  pain  in  the  back  and  even  a  slight  urethral  discharge. 
The  pathologj^  is  as  follows  :  Being  run  down  such  persons 
absorb  colon  bacilli  from  their  bowel  into  their  blood  and 
throw  it  out  through  the  kidney  and  prostate.  The  baciUi 
lodge  and  set  up  inflammation  and  spread  to  the  epididymis. 
Such  cases  often  suppurate.  Gonorrhoeal  epididymitis  never 
suppurates.  The  diagnosis  is  made  by  cultural  examination 
of  the  urine  which  reveals  the  colon  bacillus  in  pure  growth. 
I  have  many  instances  in  my  notes  of  this  trouble.  Such 
patients  often  have  a  concomitant  stricture  or  senile 
enlargement  of  the  prostate. 

Finally,  if  a  testicle  has  suppurated  and  you  detect  a 
sinus,  then  j^ou  may  be  certain  you  are  dealing  with  the 
tubercle  baciflus  or  the  colon  baciUus,  and  not  the  gonococcus. 

Differential  Diagnosis. 

Be  on  your  guard  against  making  a  rash  diagnosis  of 
urethritis  because  you  see  pus  issuing  from  a  long  foreskin. 
Many  a  case  of  balanitis  (51)  is  wrong*fuUy  labeUed  as  urethritis. 

If  there  is  phimosis  and  pus  under  the  foreskin — 

1.  Make  a  film  and  stain.  In  balanitis  no  specific 
diplococci  are  seen,  only  mixed  cocci  or  bacilli. 

2.  Wash  away  aU  the  pus  from  under  the  foreskin  and 
then  ask  the  patient  to  pass  water.  If  the  water  is  clear, 
you  have  proof  that  there  is  an  absence  of  acute  urethritis. 

3.  Slit  up  the  foreskin  if  it  cannot  be  retracted,  and  inspect 
the  parts  beneath.  Usually  soft  sores  or  a  chancre  or  septic 
warts  will  be  found,  and  occasionaUy  even  a  cancerous  or 
phagedenic  ulcer.  Do  not,  however,  forget  that  specific 
urethritis  may  be  present  as  weU  as  balanitis. 

4.  Another  common  lesion  of  the  foreskin  or  glans  penis 
is  Herpes.  Herpetic  sores  are  usually  multiple,  a  little  larger 
than  a  pin's  head,  with  weU-defined  punched  out  edges,  a 
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yellow  or  grey  floor  and  are  painful  and  tender  to  tlje  touch. 
Once  a  man  has  developed  Herpes,  he  is  constantl}''  liable  to 
^elapse  of  the  trouble.  The  exact  pathology  of  Herpes  of 
the  penis  is  not  kno^vn,  but  I  believe  these  little  ulcers  are 
caused  by  some  specific  germ,  which  once  contracted  lives 
on  the  penis,  and  from  time  to  time  works  up  its  virulence 
and  causes  ulceration.  Probably  mechanical  excoriation 
during  coitus  plays  a  part  in  each  relapse.  A  little  urethral 
discharge  with  pain  on  passing  water  is  quite  common  in 
Herpes,  and  is  due  to  ulceration  inside  the  meatus.  The 
urine  is  clear  and  the  microscope  proves  the  absence  of 
gonococci. 

5.  Do  not  forget  how  common  it  is  to  find  the  burrows 
of  scabies  not  only  in  the  foreskm,  but  on  the  surface  of  the 
glans  itself. 

6.  Remember  also  that  ulcers  about  the  frsenum  may 
l)e  simple  mechanical  tears,  not  infected  by  any  specific 
organism. 

Summary. 

In  this  lecture  I  have  tried  to  show  you  that  the  most 
important  thing  you  have  to  learn  is  accurate  diagnosis. 
You  will  at  first  find  it  most  difficult  in  dealing  ^ith  a  chronic 
case  to  decide  as  to  whether  a  man  has  the  disease  or  not. 
And  yet  it  is  of  the  utmost  importance  that  he  should  know 
whether  he  is  healthy,  or  is  that  social  pest  the  "  gonococcus 
carrier."  From  the  public  health  point  of  view  it  would  be 
most  desirable  that  an  accurate  standard  of  cure  should  be 
instituted.  I  have  outlined  such  a  standard  of  cure  in  this 
lecture.  No  one  ought  to  publish  new  methods  of  cure  unless 
he  has  submitted  his  cases  to  such  standard  tests  of  cure. 

In  acute  cases  the  diagnosis  that  disease  is  present  is 
seldom  in  doubt.  Here  the  important  fact  to  discovei  is 
the  state  of  the  urethra.  Is  the  whole  urethra  infected,  or 
only  the  anterior  portion  ?  On  this  decisior  depends  the 
prognosis. 


LECTURE  III. 

COIMMON   METHODS    OF   EXAMINATION   AND 
TREATIVIENT. 

Films    for    Microscopic    Investigation. 

1.  To  prepare  a  film  of  meatal  pus. 

Take  a  platinum  loop  and  dip  it  in  the  secretion 
that  can  be  squeezed  from  the  meatus.  Spread  this  out 
with  a  circular  movement  on  a  slide  so  as  to  make  a  thin 
even  film.  Fix  by  heat,  stain  for  a  few  seconds  with 
borax  methadone  blue,  wash  under  the  tap,  dry  by  heat, 
and  examme  luider  a  drop  of  cedar  oil  with  a  l/12th  oil 
immersion  lens. 

2.  To  prepare  a  film  of  prostatic  fluid. 

Ask  the  patient  to  pass  water,  and  shake  the  urethra 
free  of  drops.  Massage  the  prostate  of  the  kneeling  patient 
until  several  drops  of  secretion  drip  from  the  meatus.  Collect 
a  drop  on  a  slide,  make  a  film  and  stain  as  above.  Look 
especially  for  pus  ceUs  (evidence  of  inflammation).  Do  not 
be  disappointed  if  you  cannot  find  bacteria.  Pus  cells  are 
of  far  more  moment  than  bacteria. 

3.  To  pi-epare  films  of  threads. 

Fish  the  threads  out  of  the  urine  by  means  of  a  platinum 
loop  and  spread  them  out  with  a  circular  movement  on  to  a 
slide.  Blot  away  superfluous  moisture.  Dry  by  heat,  stain 
cover  with  Canada  balsam  and  a  cover  glass  and  examine 
as  before. 

The  Irrigation  Methods  of  Janet. 

One  of  the  most  notable  advances  in  diagnosis  and 
treatment  is  the  method  evolved  by  Janet  of  irrigation 
of  the  urethra.  Practice  in  this  method  is  one  of  the  first 
essentials  for  a  man  who  wishes  to  study  diseases  of  the 
urethra. 
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Apparatus  required. — A  glass,  metal,  or  rubber  receptacle 
capable  of  holding  two  or  more  pints  of  fluid,  which  can  be 
raised  or  lowered  at  will  to  a  height  of  at  least  five  feet  above 
the  level  of  the  patient's  urethra.  The  advantage  of  glass 
is  that  the  fall  of  the  fluid  can  be  observed,  especially  if  the 
glass  is  graduated.  To  the  lower  end  of  the  receptacle  should 
be  fitted  six  to  nine  feet  of  rubber  tubing  provided  with 
a  simple  clip,  or  better,  a  spring  clip.  To  the  free  end  of 
the  rubber  tubing  is  attached  a  urethral  nozzle  of  seme 
kind.  I  employ  nickel  nozzles  made  to  my  pattern  by 
Montague  &  Co.,  of  69  New  Bond  Street.  Failing  a  special 
nozzle  a  simple  piece  of  tapered  glass  tubing  with  a  smooth 
opening  will  suffice.  The  ideal  irrigator  for  large  clinics  is 
made  in  the  form  of  a  lift  let  into  the  wall  which  can  be 
raised  by  means  of  a  handle.  This  has  been  designed  for 
my  private  use  by  the  Titan  Lift  Company  and  I  cannot  too 
warmly  recommend  it.  Failing  this  it  is  an  easy  matter  to 
rig  up  a  system  of  pulleys,  or  the  irrigator  can  be  hung  on 
to  a  nail  or  picture  hanger  on  the  wall.  I  have  designed 
a  portable  irrigating  apparatus  for  the  use  of  patients 
which  is  supplied  with  printed  directions  by  Montague, 
69  New  Bond  Street. 

Li  the  Army,  I  beheve,  a  pail  is  used  raised  on  a  shelf, 
the  rubber  tubing  being  attached  to  a  bit  of  glass  tubing 
and  used  syphon  wise.  This  is  a  useful  plan  where  no  special 
materials  are  to  hand. 

The  Method   of  Anterior  Irrigation. 

The  patient  lies  on  a  couch  with  a  pot  between  his  legs, 
or  he  can  sit  over  a  sink  or  in  a  bath,  or  he  can  stand  or  sit 
wearing  a  mackintosh  apron  with  the  penis  projecting  through 
a  small  hole  in  the  mackintosh  and  the  lower  end  of  the 
mackintosh  folded  gutter  wise  into  a  pail. 

The  irrigator  is  filled  and  raised  three  to  four  feet  only 
so  as  to  get  a  fair  head  of  fluid,  yet  one  not  sufficient  to  force 
the  sphincter  and  penetrate  to  the  deep  urethra.  The 
operator  grasps  the  rubber  tubing  just  above  the  stem  of  the 
nozzle  with  the  fingers  and  thumb  of  his  right  hand,  releases 
the  clip  and  controls  the  fluid  with  fingers  and  thumb  only. 
With  his  left  hand  he  takes  the  penis  between  the  middle 
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and  ring  finger,  the  back  of  his  hand  being  towards  the 
abdomen,  and  with  the  first  finger  and  thumb  he  opens  out 
the  meatus.  He  then  inserts  the  mouth  of  the  nozzle  just 
inside  the  meatus  and  aUows  the  fluid  to  flow  into  the  urethra. 
The  fluid  flows  as  far  as  the  bulb  when  it  meets  the  resistance 
of  the  compressor  urethrse  muscle  ("  cut  off  muscle  ").  It  then 
flows  back  and  flows  round  the  mouth  of  the  nozzle  and  faUs 
into  the  pot  or  paij.  By  piessing  the  nozzle  to  and  fro  quickly 
a  little  more  into  the  urethra  and  then  withdrawing  it  slightly 
the  operator  endeavours  very  gently  alternately  to  baUoon 
and  coUapse  the  urethra.  In  this  way  the  folds  of  the  urethra 
are  ballooned  out  every  other  second  so  that  the  fluid  gets 
at  the  whole  mucous  membrane.  This  trick  is  hard  to 
describe,  but  is  soon  learnt  at  a  practical  demonstration. 
Especially  when  dealing  with  acutely  inflamed  urethras  the 
very  utmost  gentleness  must  be  used.  The  washing  goes 
on  till  two  or  three  pints  of  fluid  have  been  used  if  treatment 
is  being  carried  out,  or  until  the  washings  come  away  clear 
of  pus  and  threads  if  the  method  is  being  used  for 
diagnosis.  For  diagnosis  sterile  water  can  be  used,  or  better 
still  1/4000  Oxycyanide  of  Mercury.  For  treatment  of  acute 
cases  of  urethritis  you  should  generally  employ  a  solution 
of  Potassium  Permanganate  in  varying  strength,  1/4000  in 
acute  cases,  1/2000  in  sub-acute  cases,  1/1500  or  even  1/1000 
in  chronic  cases. 


The  Method  of  Posterior  Irrigation, 

The  irrigator  is  raised  to  a  height  of  five  feet.  The  operatoi 
first  washes  out  the  anterior  urethra  with  half  a  pint  or  so 
of  wash.  He  then  gently  advances  the  nozzle  so  as  to  block 
the  urethra  completely.  The  patient  is  told  to  relax  his 
muscles,  to  turn  his  attention  to  other  things  or  to  imagine 
he  is  passing  water  with  the  idea  of  relaxing  the  "  cut  off 
muscle."  (To  aid  in  this  for  the  first  few  sittings  it  is  advisable 
to  inject  before  the  treatment  a  drachm  of  2  %  Novocain 
or  Stovaine  solution  into  the  urethra  with  a  hand  syringe 
or  a  boiled  stylo  filler  and  ask  the  patient  to  hold  this  in  the 
urethra  for  some  minutes  with  the  finger  and  thumb.  This 
desensitizes  the  urethra  and  the  compressor  reflex  is  lessened 
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or  abolished.)  If  the  patient  can  be  got  to  relax  his 
muscle,  a  trick  which  he  may  not  learn  tiU  after  several 
sittings,  then  the  fluid  flows  past  the  muscle  into  the 
deep  urethra  and  fiUs  the  bladder.  At  the  end  of  the 
sitting  the  patient  rises  and  passes  out  the  wash.  In  this 
way  a  thorough  flushing  of  the  deep  urethra  and  bladder 
is  obtained  without  the  need  of  passing  any  catheter 
with  its  attendant  complications  and  difficulties  of  passage 
and  sterilisation.  The  deep  urethra  and  bladder  can  thus 
be  given  antiseptic  washes  in  the  most  simple  and  effective 
manner. 

I  cannot  too  carefully  warn  my  hearers  against  using 
roughness  and  force  in  their  manipulations.  The  process 
is  one  that  requires  patience  and  tact,  not  force.  Do  not 
worry  if  you  cannot  get  the  wash  through  at  the  first  few 
sittings.  Use  these  as  lessons  to  train  the  patient  in 
learning  the  trick  of  relaxing  the  sphincter.  Once  he 
learns  the  trick  the  fluid  passes  through  with  the  greatest 
ease  and  can  then  do  no  harm.  But  if  an  attempt  is 
made  to  force  the  fluid  through  in  the  first  few  sittings 
against  an  unwilling  sphincter,  it  may  cause  severe  paiii 
and  may  make  the  trouble  woise  and  even  set  up 
epididymitis.  It  is  better  to  desist  than  to  employ 
force.  Sooner  or  later  the  patient  will  let  the  fluid  in 
quite  easily. 

Again,  do  not  try  at  the  first  few  sittings  to  press 
more  than  a  few  ounces  into  the  bladder.  Later  on  the 
patient  will  take  haK  a  pint  easOy.  But  at  first  he  will 
usually  only  take  an  ounce  or  two.  This  is  quite 
sufficient  to  diminish  the  inflammation  of  the  deeper 
parts.  Again  do  not  try  to  use  too  strong  Mashes  at  first. 
Begin  with  quite  weak  ones  such  as  Potassium  Perman- 
ganate 1/5000,  and  only  work  up  gradually  to  stronger 
ones  such  as  1/2000  at  the  strongest.  On  no  pretence  what- 
ever employ  a  height  of  more  than  five  feet.  In  Germany 
I  have  often  seen  them  raise  the  irrigator  to  as  much  as 
ten  or  eleven  feet  so  as  to  overcome  the  sphincter  by  force 
rather  than  persuasion.  This  is  the  greatest  mistake  that 
can  be  made.  It  is  brutal  and  unnecessary  and  defeats  its 
own  object. 
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An   Irrigating  Apparatus  for  Patient's  Own  Use. 

Obtainable  at  Montague,  69  New  Bond  Street. 
//  consists  of  the  following  articles  : — 

1.  A  rubber  bag,  with  four  feet  of  rubber  tubing  (A). 

2.  A  nickel  urethral  nozzle  and  shield  (B). 

3.  A  two-pint  enamel  tin  (C). 

4.  A  twelve-ounce  bottle  containing  a  solution  of  Potassium 

Permanganate    in    water     (strength    one    part    in 
twenty-five)  (D). 

5.  An  ounce  measure  (E). 


fUm  FIff// 
^—8  '  =  8Drachm5 


Author's  Irrigating  Bag 
and  Nozzle. 


Author's  Irrigating  Outfit,  for 
Patient's  own  use. 


Directions  for  Use. 

Hang  the  bag  (A)  on  a  nail  four  feet  above  the  patient's 
abdomen.  Attach  the  nickel  nozzle  (B)  to  the  rubber  tubing 
of  the  bag  and  place  the  nozzle  in  the  bag  (in  this  way  no  clip 
is  required). 
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Fill  the  enamel  tin  with  two  pints  of  warm  tap  water-. 

Measure  out  * drachms  of  the  Permanganate  solu t ion 

and  add  it  to  the  water.     Pour  the  resulting  wash  into  the  bag. 

The  patient  can  sit  in  a  bath  or  lie  on  a  couch  with  a 
receptacle  between  his  legs,  or  sit  on  a  piece  of  mackintosh 
placed  on  a  chair,  the  end  of  which  hangs  into  a  pail. 

The  doctor  or  patient  himself  now  grasps  the  rubber  tubing 
just  above  the  nozzle  with  the  finger  and  thumb  so  as  to  prevent 
the  fluid  escaping. 

He  then  places  the  mouth  of  the  nozzle  just  inside  the 
meatus  and  by  relaxing  the  finger  and  thumb  allows  the 
wash  to  flow  into  the  urethra. 

The  wash  being  undei  pressure  flows  down  the  urethra, 
distending  it  and  penetrates  as  far  as  the  sphincter  muscle. 
Meeting  the  resistance  of  this  muscle  it  flows  back  again  and 
escapes  round  the  nozzle  and  falls  into  the  receptacle  beneath 
the  patient.  This  wash  is  continued  until  the  whole  of  it  is 
exhausted. 

Indications  for  Janet's  Irrigations. 

1.  Anterior  irrigations  are  used  for  treating  urethritis 
both  anterior  and  posterior  from  the  earliest  stages ;  for 
washing  the  anterior  urethra  free  of  pus  in  the  diagnosis  of 
acute  early  cases  ;  and  invariably  before  the  passage  of  any 
urethral  instrument  except  the  urethroscopic  tube.  If  used 
before  this  they  spoil  the  picture. 

2.  Posterior  irrigations  are  used  chiefly  in  sub-acute  or 
chronic  cases,  at  least  five  or  six  weeks  after  the  onset  of 
the  discharge,  and  when  the  deep  disease  is  dying  down  by 
natural  resolution.  They  should  never  be  used  in  early 
acute  posteriox'  cases  unless  the  patient  is  lying  up  in  bed, 
and  unless  the  doctor  is  an  expert,  and  then  only  under 
exceptional  circumstances,  for  instance  in  joint  cases,  and 
then  only  in  weak  dilutions  such  as  1/8000  to  1/5000  Potassium 
Permanganate. 

Posterior  irrigations  are  also  most  useful  in  cases  of 
chronic  cystitis,  and  should  alwa3^s  be  employed  (Oxycyanide 
of  Mercury  l|4000)  before  a  bougie  or  catheter  is  passed 
into  the  bladder. 

*  The  doctor  tills  in  the  requisite  number  of  draclims,  three,  four,  or  five  as  the 
case  Uiay  require. 
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Urethral  Nozzles. 
The  most  primitive  form  consists  in  some  inches  of  glass 
tubing  tapered  at  one  (T^^ 

end  into  a  cone. 
The  objection  to  this 
is  the  splashing.  A 
development  is  seen 
in  the  provision  of  a 
mushroom-like  shield 


on  the  wall  of  the 
nozzle  made  of  glass 
as  in  the  Ryan  or 
Wyndham  Powell 
nozzle.  For  use  in 
large  clinics  Montague 
has  made  me  a  modi- 
fication of  the  WjTid- 
ham  Powell  nozzle. 
The  shield  is  of 
rubber  so  cannot 
break.  The  stem  is 
of  non-rusting  metal. 
The  nozzles  are  of 
non-rusting  metal  and 
are  detachable.  The 
shield  and   stem    are 


URETHRAL  IRRIGATING   NOZZLES. 

The  larger — the  Wyndham  Powell ;    nickel 

and  india-rubber,  as  modified  by  the  Author. 

The  smaller — the  Author's  pattern  ;  nickel. 


kept    in  weak  lysol  solution,   and   the  nozzles  aro   detached 
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and  boiled  after  each  wash.  For  the  use  of  patients  and 
in  small  clinics  I  have  designed  a  smaller  nozzle  and  shield 
all  in  one  piece,  made  of  mirustable  metal  which  can  be 
boiled   and  which   cannot  break. 

Injections. 

If  the  patient  cannot  attend  daily  for  irrigations,  or  if 
for  any  reason  it  is  not  possible  for  him  to  use  the  portable 
ungating  apparatus  himself  (which  is  true  of  most  hospital 
patients),  then  it  is  necessary  to  employ  injections  with  a 
band  syringe.  The  dangec  of  such  injections  is  that  the 
patient  may  not  sterilise  the  syringe  before  use,  so  that  he 
develops  secondary  infections  which  are  more  difficult  to 
cure  than  pure  gonococcal  infections.  This  is  the  real  danger 
of  injections.  There  is  an  old  bogey  widely  taught  in  the 
schools  that  there  is  danger  of  forcing  the  injections  too  far 
back.  I  cannot  too  emphatically  repudiate  this  absurd  idea. 
The  sphincter  muscle  sees  to  it  that  the  patient  does  not 
push  the  injection  into  the  deep  urethra  and  even  if  it  does 
let  the  injection  back  it  can  only  do  good  and  no  possible 
harm.  This  idea  ought  to  be  laughed  out  of  court.  If  a 
urethra  is  so  little  inflamed  and  consequently  so  insensitive 
that  the  sphincter  lets  an  injection  through  into  the  bladder 
and  deep  urethra,  then  the  injection  can  only  do  good  and  no 
possible  harm. 

For  out-patients  I  am  accustomed  to  order  a  cheap  glass 
syringe,  and  the  patient  is  given  exact  printed  directions 
first  how  to  sterilise  it,  secondly  how  to  use  it.  They  are  as 
follows  : — 

Directions    for    Injecting    (Out-Patient    Practice). 

1.  Buy  a  glass  syringe  at  the  Hospital  Dispensary,  where 
you  will  also  obtain  the  bottle  of  injecting  fluid  ordered  by 
the  doctor  on  your  book. 

2.  Buy  a  smaU  saucepan  with  a  cover  and  a  small  cheap 
cup.  After  you  finish  injecting  (and  also  before  you  inject 
for  the  first  time)  : 

3.  Place  the  syringe  and  the  cup  in  the  saucepan  and  cover 
with  a  little  water,  raise  the  water  to  boiling  point,  holding 
the  saucepan  over  a  fire  or  spirit  lamp. 
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4.  Place  the  cover  on  the  saucepan  and  put  it  aside  to 
cool  in  a  safe  place. 

To  Inject — 

5.  First  pass  water.  Then  take  the  cup  out  of  the 
saucepan  and  empty  it.  Pour  into  it  a  little  of  the  injecting 
fluid  out  of  your  bottle.  Pick  the  syringe  out  of  the  saucepan 
and  suck  up  the  injecting  fluid  into  the  syringe.  Place  the 
nozzle  of  the  syringe  very  gently  inside  the  mouth  of  the 
canal.     Fill    the    canal   with    injecting    fluid,    withdraw    the 


Outfit  "A"  Box. 

syringe,  and  by  means  of  the  finger  and  thumb  hold  the  fluid 
inside  the  canal  for  two  minutes,  then  let  it  out. 

6.  Inject  at  least  twice  a  day,  and  if  you  can  possibly 
manage  it  you  will  get  well  quicker  if  you  inject  three,  or 
even  four  times  a  day. 

For  private  patients  I  have  devised  an  injecting  outfit, 
known  as  my  outfit  ''A"  and  to  be  obtained  at  WaUas  &  Co., 
36  New  Cavendish  Street.  The  box  contains  a  glass  tube 
with  a  rubber  stopper.  The  syringe  is  placed  in  this  and 
the  tube  filled  with  water.     Tablets  of  corrosive  sublimate 
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are  provided,  one  of  which  is  dropped  into  the  tube 
and  makes  a  solution  of  one  in  a  thousand.  This  ensures 
that  the  syringe  is  always  kept  germ  free.     Another  space 


THE  SOLUTION 


outfit"A" 


.l.'U.:/.'r.  ^.  <-.oi. ; 


Outfit     A."     Contents  of  Box. 

in^the  box  contains  a  four-ounce  bottle  of  injecting  fluid. 
When  the  patient  syrmges,  he  washes  his  hands  and  then 
passes  water.  He  then  removes  the  syringe  from  the  tube, 
pulls  back  the  piston  and  unscrews  the  nozzle  of  the  sjTinge. 
He  then  fills  the  open  barrel  of  the  syringe  from  the  bottle 
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of  injecting  fluid,  and  screws  on  the  nozzle.  He  then  fills 
the  urethra  from  the  syringe,  and  holds  the  injection  in  for 
two  minutes.  He  then  drops  the  empty  syringe  back  into 
the  tube,  corks  the  tube  and  the  sitting  is  over.  He  should 
mject  at  least  three  times  and  better  four  times  a  day. 
Potassium  Permanganate  is  used  in  strengths  of  1/3000  for 
acute  cases,  1/2000  for  sub-acute  cases,  and  1/1500  and  1/1000 
for  chronic  cases.  The  syringe  is  of  4  drachm  capacity  and 
has  a  smooth  conical  vulcanite  nozzle  which  fits  the  urethra 
snugly  and  cannot  damage  it. 

I  cannot  too  strongly  condenm  those  forms  of  syringe 
which  are  often  recommended  and  sold  especially  by  chemists 
where  a  catheter  or  long  tube  is  attached  to  the  syringe  for 
passing  down  the  urethra.  These  damage  the  inflamed 
urethra  and  may  lead  to  severe  secondary  infections.  Syringes 
with  a  screw  piston  are  imnecessarily  compHcated  and  ex- 
pensive. I  find  the  syringes  in  my  outfit  "A"  were  all  made 
in  Germany,  so  that  it  is  not  possible  to  obtain  them  now. 
WaUas  &  Co.  are  now  selling  for  me  a  two-drachm  syringe 
with  a  rubber  tip.  This  has  to  be  inserted  into  the  mouth 
of  the  bottle  containing  the  injecting  fluid,  the  bottle  inverted 
and  the  syringe  filled  by  suction,  not  altogether  an  ideal 
method. 

Fluids  for  Injections. 
One  recent  book  recommended  something  like  fifty  different 
injecting  fluids.  A  man  who  needs  to  recommend  a  lot  of 
fancy  injections  is  a  man  who  does  not  understand  how  to 
drive  the  lurking  coccus  out  of  its  special  lairs  such  as  the 
prostate,  the  glands  of  Littre,  and  submucous  infiltrations. 
If  your  injections  are  not  curing  the  disease,  do  not  blame 
the  injections.  Blame  your  lack  of  urethral  knowledge. 
Try  increased  strengths  of  the  old  injections,  and  above  all 
examine  the  prostate  and  use  the  urethroscope.  If  a  man 
imderstands  his  job  he  will  find  that  only  a  few  different 
kinds  of  injecting  fluid  are  required. 

1.  For  acute  cases  and  for  most  chronic  cases  there  is 
nothing    to    be    compared    to    Potassium    Permanganate    in 
strengths  from  1/4000  to  1/1000  varying  with  the  acuteness 
of  the  inflammation. 
O 
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2.  In  the  later  stages  an  astringent  injection  may  be 
used.  The  best  is  zinc  permanganate  in  strengths  of  1/8000 
up  to  1/2000. 

3.  In  a  few  chronic  cases  Silver  Nitrate  may  prove  helpful 
as  an  astringent  in  strengths  of  1/5000  to  1/1000. 

4.  In  cases  of  secondary  infection  nothing  is  better  than 
Oxycyanide  of  Mercury  in  strengths  of  1/2000. 

With  these  four  injecting  fluids  I  will  undertake  to  cure 
almost  any  case  of  urethritis.  Failure  of  these  means  failure 
to  detect  a  soft  stricture,  an  infected  gland  of  Littre,  or  a 
latent  prostatic  or  vesicular  collection. 

I  do  not  deny  that  there  are  many  other  antiseptics  that 
are  useful,  but  what  I  strongly  maintain  is  that  these  four 
are  excellent  antiseptics  for  urethral  use  ;  and  that  it  is  far 
better  to  familiarise  yourself  with  a  few  simple  formulae  of 
proved  utility,  rather  than  to  be  always  changing  your  formula 
in  the  hopes  of  stopping  a  discharge.  I  repeat  again,  if  a 
discharge  persists  it  is  not  the  fault  of  the  antiseptic,  it  is 
due  to  your  failure  to  detect  a  lurking  cause  of  relapse. 

My  experience  in  practice  is  that  preparations  of  colloid 
silver  and  iodine  are  not  needed  and  are  sometimes  harmful, 
especially  as  they  are  often  prescribed  in  too  great  strengths. 
Protargol  or  argyrol  (52),  for  instance,  often  stop  the  discharge 
it  is  true  ;  but  I  find  that  when  prescribed,  as  they  usually 
are,  in  excessive  strengths,  they  lead  to  soft  strictures  which 
are  very  troublesome  to  cure.  For  this  reason  I  advise  you 
not  to  prescribe  injections  of  protargol,  argyrol,  iodargol 
and  so  forth.  I  am  sure  they  aie  often  haimful,  as  they  are 
usually  prescribed  in  excessi-ve  strengths  and  are  rather 
expensive. 

While  on  the  subject  of  injections,  I  want  to  warn  you 
against  another  practice.  I  refer  to  the  use  of  medicated 
bougies  (53).  It  is  so  easy  to  prescribe  these  and  the  patient 
takes  to  the  idea  of  shoving  strongly  medicated  substances 
up  mto  his  urethia.  I  quite  agree  that  they  may  appear 
to  diminish  the  discharge,  but  I  find  that  they  often  lead 
to  most  troublesome  soft  strictures.  But  worse  than  that 
I  find  that  they  may  lead  to  severe  forms  of  secondary 
infection,  as  it  is  not  always  possible  to  secure  that  the 
surface  is  kept  clean  before  being  thrust  into  the  urethra. 
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Healthy  Prostatic  Fluid. 
Microphotograph,  I'jth  oil  immersion  lens. 
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Purulent  Prostatic  Fluid. 
Microphotograph,  I'ath  oil  immersion  lens. 
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The  point  is  that  these  patent  antiseptics  and  medicated 
Dougies  are  not  needed  at  all  in  the  cure  of  urethritis  if  a 
man  understands  his  job.  If  a  man  knows  how  to  use  the 
simple  injecting  fluids  I  have  mentioned,  and  if  he  knows 
how  to  control  his  results  by  observations  on  the  prostate 
and  urethra,  then  he  will  find  no  need  for  these  make-shifts 
of  the  inexpert. 

Massage  of  the  Prostate. 

Insert  a  gloved  finger  into  the  rectum.  The  prostate 
may  be  felt  to  be  swoUen,  hot  and  tender,  or  its  outline  may 
be  lost  and  nothing  be  felt  but  a  large  smooth  projecting 
abscess.  If  the  prostate  is  too  tender,  no  further  examination 
should  be  made  ;  but  if  not,  make  gentle  pressure  with  the 
finger  from  the  outer  limits  of  the  swelling  forwards  and 
inwards  towards  the  urethra.  After  a  certain  number  of 
such  squeezings  it  will  be  fomad  that  a  drop  or  more  of  purulent 
or  opalescent  fluid  has  appeared  at  the  meatus.  This  is 
prostatic  fluid.  If  needed  for  examination  it  is  caught  on  a 
microscopic  slide,  spread  out  as  a  film,  fixed  by  heat,  stained 
with  methylene  blue,  washed,  dried,  covered  with  cedar 
oil  and  inspected  with  a  1/1 2th  oil  immersion  lens. 

Healthy  prostatic  fluid  consists  of  little  else  but  droplets 
of  fat  (lecithin)  suspended  in  a  clear  fluid.  These  are  seen 
in  the  film  as  blue  amorphous  particles  of  varying  sizes. 
Here  and  there  an  epithehal  ceU  may  be  seen,  but  pus  ceUs 
are  remarkable  by  their  absence.  In  prostatitis  the  film  of 
prostatic  fluid  contains  a  large  number  of  pus  cells.  This 
is  the  diagnostic  feature.  It  is  uncommon  to  find  either 
gonococci  or  other  bacteria  in  a  stained  film  unless  the 
examination  be  made  as  the  acute  stage  is  coming  to  an  end, 
and  it  is  usuaUy  only  possible  to  isolate  the  bacteria  by  special 
stains  or  by  culture  on  suitable  media. 

I  cannot  too  emphatically  warn  you  to  use  only  the 
greatest  gentleness  in  this  procedure.  The  process  is  one  of 
"  peaceful  persuasion."  A  heavy  hand  is  not  needed.  If 
too  great  force  is  used  the  rectal  mucous  membrane  may  be 
torn  which  wiU  cause  a  fissure-in-ano  and  even  ischio  rectal 
abscess.  I  have  never  seen  this  in  my  own  practice,  but 
cases  have  been  brought  to   my  notice  with  these  sequelae 

c2 


36  DISEASES    OF    THE    MALE    URETHRA. 

in  which  too  great  force  has  been  used,  the  operator  not 
having  realised  that  great  force  is  not  required.  Agair, 
there  is  the  risk  of  setting  up  epididj^mitis  if  force  is  used. 
The  process  should  only  last  one  or  two  minutes,  and  the 
object  has  been  obtained  if  a  drop  or  two  of  fluid  can  be  seen 
exuding  from  the  meatus.     Cure  attends  gentle  methods. 

By  thus  emptying  the  prostate  not  only  do  you  remove 
some  of  the  infected  contents,  but  you  open  up  also  the  blocked 
ducts  so  that  drainage  is  improved.  You  also  ensure  that 
fresh  fluid  fiom  the  blood  vessels  enters  the  prostatic  tubules 
("  nature's  antiseptic  fluid  "),  and  probably  you  liberate  a 
certain  amount  of  gonococcal  endotoxin  and  produce  an 
auto-vaccination  of  the  patient  with  his  own  vaccine  from 
his  own  germ  as  it  lives  in  the  tissues. 

As  a  general  rule,  prostatic  massage  should  not  be  carried 
out  more  than  every  fourth  or  fifth  day,  and  in  many  cases 
once  a  week  is  enough  or  even  once  a  fortnight.  In  chronic 
cases  give  a  course  of  prostatic  massage  every  fourth  or  fifth 
day  for  four  weeks.  Then  give  the  parts  a  rest,  and,  if  possible, 
get  the  patient  away  to  the  seaside.  After  a  rest  of  two  or 
three  weeks,  test  the  fluid  microscopically,  and  if  not  yet 
healthy  institute  another  course  of  some  weeks'  duration. 
It  is  a  great  mistake  to  go  on  too  long  without  a  period  of  rest. 

Indications  for  Prostatic  Massage. 

1.  As  a  diagnostic  measure  in  sub-acute  or  chronic  cases, 
to  obtain  a  specimen  of  fluid  for  microscopic  examination. 

2.  In  sub-acute  cases  every  second  or  third  day,  to  secure  the 
subsidence  of  the  swelling,  and  drainage  of  the  glandular  tissue. 

3.  In  chronic  cases  every  fourth  or  fifth  day  to  secure 
drainage  and  auto-inoculation. 

4.  In  acute  cases  never  except  mider  two  conditions  : 
First,  when  there  is  retention  of  urme,  to  secure  rupture  of 
an  abscess  into  the  deep  urethra  ;  secondly,  in  joint  cases, 
to  empty  the  blocked  vesiculae  and  prevent  further  absorption 
of  gonococci  into  the  circulation. 

Lubricants. 
The  ideal  lubricant  is  one  soluble  in  water,  that  contains 
no  oil  or  fat,  that  is  strongly  antiseptic,  non-irritating,  and 
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always  ready  for  use.  The  objection  to  oily  lubricants 
sterilised  by  heat  is  not  that  they  are  not  sterile,  but  that 
they  coat  instruments  and  the  urethra  with  a  film  of  fat. 
A  film  of  oil  makes  it  more  difficult  to  cleanse  the  surface 
of  an  instrument  and  prevents  formaline  vapour  from  acting 
efficiently  as  a  sterilising  agent  on  the  surface  of  an  instrument. 
Again  a  urethra  coated  with  oil  cannot  benefit  from  lavage 
by  antiseptic  fluids.  I  have  abolished  aU  oily  lubricants 
from  my  clinic,  as  there  is  no  need  for  them. 

A  good  lubricant  consists  of  sterihsed  glycerine  twenty 
parts,  tragacanth  two  parts,  Oxycyanide  of  Mercury  one 
quarter  part,  sterihsed  distiUed  water  one  hundred  parts. 
It  is  put  up  in  tin-squeezer  tubes,  and  is  thus  portable  and 
always  ready  for  use.  It  is  sterile  and  antiseptic,  is  a  good 
lubricant,  is  transparent  enough  for  cystoscopic  use  and  is 
soluble  in  water.  Better  stiU,  how^ever,  is  "  Lubafax,"  manu- 
factured by  Burroughs,  WeUcome  &  Co.,  containing,  at  my 
suggestion,  0.1%  Oxycyanide  of  Mercury,  which  I  heartily 
recommend  as  the  best  of  all. 

How  to  Anaesthetise  the  Urethra. 

The  best  drugs  are  Stovaine  4  ^^  or  Novocaine  Nitrate  i  % 
in  sterihsed  distilled  w^ater.  Cocaine  should  never  on  any 
pretence  whatever  be  used  in  the  urethra.  Cases  of  death 
from  this  practice  have  actually  been  reported  in  the  literature, 
but  far  more  deaths  have  occurred  which  have  not  been 
reported.  One  half  a  grain  of  cocaine  placed  in  the  deep 
urethra  is  more  than  likely  to  kiU  a  patient  Be  wise  then 
and  do  not  permit  any  cocaine  in  the  clinic.  Otherwise  you 
wil  be  tempted  to  use  it  and  afterwards  have  cause  for  regret. 

Novocaine  and  Stovaine  are  ten  times  less  toxic  than 
cocaine  and  nearly  as  pow^erful  analgsesics.  Their  solutions 
can  be  sterilised  by  heat.  There  is  no  need  to  add  adrenalin. 
Three  to  four  drachms  of  a  4  %  solution  of  these  drugs  can 
be  used  with  safety.  In  practice  less  than  a  drachm  usually 
suffices,  and  as  the  solutions  are  expensive  they  should  be 
used  sparingly. 

How  to  anaesthetise  the  anterior  urethra  :  Suck  up  a 
drachm  of  4  %  Stovaine  solution  into  a  boiled  stylo  fiUer. 
Inject  this  into  the  urethra,  and  get  the  patient  to  hold  it 
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for  some  minutes  by  grasping  the  penis  behind  the  glands 
with  the  thumb  and  forefinger. 

How  to  anaesthetise  the  deep 
urethra  :  Suck  up  a  drachm  of  4  % 
Stovaine  solution  into  an  Ultzmann's 
sjrringe  and  catheter,  lubricate  and 
pass  the  catheter  mto  the  deep  urethra. 
Press  home  the  piston  and  withdraw 
the  instrument.  You  can  tell  exactly 
when  your  catheter  enters  the  deep 
urethra  as  you  can  feel  the  tip  ride 
through  the  resistance  of  the  com- 
pressor urethras  muscle. 

Ultzmann's  Syringe  and  Catheter. 

This  consists  of  a  curved  metal 
catheter  with  a  very  small  central  bore 
to  which  can  be  attached  a  sjrringe.  Fill 
the  sjrringe  with  silver  nitrate  solution, 
one,  five,  ten,  fifteen  or  twenty  grains 
to  the  ounce  of  distilled  water.  Attach 
the  syringe  to  the  catheter,  lubricate, 
pass  into  the  urethra  until  the  catheter 
is  felt  to  pass  through  the  resistance 
of  the  compressor  urethrse  muscle. 
Inject  the  contents  of  the  syringe,  so 
that  they  fall  into  the  deep  urethra. 
Remove  the  catheter.  After  a  fe-w 
minutes  ask  the  patient  to  pass  water. 
Warn  him  that  this  will  cause  an  in- 
tense burning  sensation  and  that  he 
AA'iU  experience  this  for  some  hours 
after.  If  this  is  very  severe  let  him  sit 
in  a  hot  bath  for  relief. 

Indications  :  This  method  of  treat- 
ment is  of  great  value  in  the  last 
stages  of  the  disease,  when  there  is 
simply  a  clear  urine  with  a  few  threads, 
and  a  moderate  amount  of  pus  in  the  prostatic  secretion. 
Start  with  the  lowest  strength  and  \Aork  up  to  the  highest. 


Ultzmann's  Syringe 
and  Catlieter. 
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strength.  Never  use  these  injections  more  than  once  or 
twice  a  week.  Copper  sulphate  4  %  in  glycerine  can  be 
used  as  a  useful  variant  on  these  silver  preparations,  especially 
in  cases  where  silver  is  found  to  irritate.  Some  patients 
have  an    idiosyncrasy  against  silver. 

Warning :  Use  the  Ultzmann  pattern  of  catheter  as  it  can 
be  boiled  and  is  easily  passed.  Do  not  use  the  Guyon  syringe 
and  acorn-headed  gum  elastic  catheter.  The  latter  cannot 
be  boiled  and  is  therefore  an  undesirable  possession.  Only 
the  Ultzmann  catheter  need  be  boiled.  The  syringe  should 
be  kept  in  weak  lysol  solution.  The  piston  will  need  renewal 
from  time  to  time. 

When  it  is  desired  to  anaesthetise  the  deep  urethra  prior 
to  cystoscopy  or  deep  urethroscopy  the  ideal  method  is  to 
inject  two  drachms  of  4  Oq  Stovaitie  solution  into  the  deep 
urethra  with  the  Ultzmann  syringe. 

Bougies    Catheters    and  Dilators. 

Instrumentation  :  Li  this  connection  a  complete  revolution 
of  method  has  taken  place  in  the  last  ten  years.  The  normal 
urethra  swarms  with  bacteria  in  its  first  inch  or  so,  but  higher 
up  it  is  sterile.  It  has  been  proved  that  it  is  quite  possible 
to  sterilize  the  urethra  for  a  short  time  by  means  of  antiseptic 
washes.  If  this  is  not  done  before  instrumentation  bacteria 
wiU  be  pushed  up  by  the  instrument  and  planted  in  the  deep 
urethra  and  bladder.  It  may  therefore  be  laid  down  as  an 
absolute  rule  of  practice  that  no  instrument  should  be  passed 
up  the  urethra  until  the  anterior  urethra  has  been  well  flushed 
with  an  antiseptic  lotion.*  The  best  antiseptic  wash  is 
Oxycyanide  of  Mercury  1  part  in  4000  of  water,  but  if  that 
cannot  be  obtained  boracic  lotion  or  lysol  1  drachm  to  the 
pint  of  water  may  be  used.  The  wash  is  made  up  in  a  douche 
tin  or  bag  and  suspended  three  to  four  feet  above  the  level 
of  the  patient's  urethra.  To  the  tubing  of  the  douche  tin 
is  attached  a  urethral  nozzle  and  shield.  A  pint  or  more  of 
the  wash  is  allowed  to  flow  into  the  urethra  through  the 
nozzle  up  against  the  compiessor  urethrse,  whence  it  rushes 

*  The  only  exception  is  the  urethroscopic  tube.  Lavage  before 
urethroscopy  may  spoil  the  pathological  pictiu-e.  Always  give  a  thorough 
posterior  irrigation  of  Oxycyanide  of  Mercury  after   urethroscopy. 
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back  again  and  out  around  the  mouth  of  the  nozzle,  which 
is  not  allowed  to  block  the  urethra  completely.  The  hands 
of  the  operator  must  also  be  cleansed  with  soap  and  ^^■ater 
and  the  meatus  and  the  glans  penis  cleansed  with  the  in-igating 
lotion.  All  urethral  instruments  will  withstand  sterilisaton 
by  heat  except  those  made  of  gum-elastic.  Modern  gum- 
elastic  instruments  will  however  withstand  boiling  water 
for  a  time,  so  that  in  emergency  the  practitioner  is  advised 
always  to  boil  his  instruments. 

Bougies. 
In     the     treatment    of     clu-onic     urethritis     bougies     are 
indispensable. 

Metal  Bougies. 

Nickel    or    nickel-plated    metal    bougies    should    entirely 

replace  the  old-fashioned  steel  bougies  which  get  rusty  and 

blackened  so  quickly.     The  nickel  bougies  wiU  need  replating 

from  time  to  time,  but  do  not  rust.     The  most  useful  nickel 


Nickel  Bougie  with  Beniqu'^  Cvirve. 


bougies  are  those  made  for  me  by  Montague.  They  possess 
the  Benique  curve  and  they  run  on  the  Cliarriere  scale  from 
fourteen  to  twenty-four.  The  Benique  curv^e  is  the  natural 
curve  of  the  urethra.  These  bougies  are  useful  under  two 
conditions. 

1.  In  cases  of  chronic  fi-ostatitis  arid  vesiculitis. — Fill  up 
the  bladder  with  1/5000  Silver  nitrate  solution.  Lubricate 
and  pass  a  No.  24  Bougie,  and  leave  it  in  place  for  some 
mniutes.  Remove  the  bougie  and  massage  the  prostate  and 
vesicles.  The  bougie  opens  up  the  ducts  for  drainage,  produc- 
ing also  by  its  weight  internal  massage  of  the  ducts. 

2.  In  cases  of  stricture  both  soft  and  hard  to  prepare  the 
way  for  KoUmann's  dilators  and  accustom  the  urethra  to 
the  use  of  instruments. 
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These  are  made  of  plaited  linen  cotton  or  silk  thread 
into  which  is  worked  the  special  form  of  sheUac  varnish  known 
as  "  Gum-elastic."  Different  pigments  are  mixed  with  the 
sheUac  so  as  to  produce  different  degrees  of  hardness,  for 
instance  there  are  yeUow,  brown,  red,  black  and  white  gum- 
elastic  bougies.     In  former  days  gum-elastic  bougies  would 


Formaline  Sterilizer. 

not  withstand  boiling.  Those  now  made  wiU  usually  with- 
stand boiling,  provided  they  are  picked  out  of  the  boiling 
water  and  placed  separately  on  a  sterile  towel  so  as  to  let 
the  heated  varnish  cool  and  harden  before  being  rubbed  in 
any  way.  The  white  gum-elastic  instruments  withstand 
boiling  best  of  all.  For  occasional  use  it  is  always  wise  to 
boil  a  gum-elastic  bougie  for  two  minutes.  In  large  clinics 
the  sterilisation  can  be  carried  out  by  means  of  formaline 
vapour  as  described  below.  One  or  more  complete  sets  of 
olive-tipped  gum-elastic  bougies  wiU  be  required  running 
from  No.  1  Charriere  up  to  No.  18  Charriere.  These  are 
used  in  dilating  fibrous  strictures  of  fine  calibre  after  the 
diagnosis  has  been  made  with  the  urethroscope.  (It  is  always 
well  to  possess  two  or  three  Harrison  whip  bougies  for  use 
in  the  case  of  difficult  strictures.) 

As  regards  the   bougies  the  best  method  is  to  have  six, 
twelve,  or  eighteen  complete  sets  of  these  depending  on  the 
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size  of  the  clinic  and  the  number  of  stricture  cases  likely  to 
come  up  for  treatment  at  each  session.  A  large  oblong  case  can 
be  manufactured  containing  a  series  of  sliding  trays  or 
drawers  and  with  a  door  at  one  end.  Each  drawer  is  divided 
longitudinally  into  three  parts,  and  marked  with  a  number. 
Six  drawers  are  required  and  eighteen  numbered  compart- 
ments. All  the  1  Charriere  go  into  compartment  1,  2 
Charriere  into  compartment  2,  and  so  on  up  to  18  Charriere. 
At  the  bottom  of  the  case  should  be  placed  two  glass 
capsules.  One  contains  tln-ee  or  four  "  paraform  "  tabloids 
(Burroughs  and  Wellcome)  which  give  off  formaline  vapour. 
The  other  contains  "^calcium  chloride  which  sucks  up  super- 
fluous moisture,  and  so  allows  the  formaline  vapour  to  get 
at  the  dried  surface  of  the  instruments.  The  door  must 
be  air-tight,  and  should  now  be  closed.  At  the  end  of 
twenty-four  hours  the  instruments  arc  sterile  and  ready 
for   use. 

"When  a  case  of  stricture  comes  on  the  table  the  door  is 
opened  and  a  suitable  bougie  picked  out,  lubricated  and  passed, 
and  is  then  placed  in  a  three-pint  enamel  jug  containing  tliree 
drachms  of  lysol  and  tliree  pints  of  cold  water.  The  bougie 
is  used  no  more  that  day.  At  the  end  of  the  day's  work 
aU  the  bougies  that  have  been  used  are  removed  in  this  jug 
to  a  sink,  and  left  under  a  rmining  stream  of  water  for  ten 
minutes.  At  the  end  of  that  time  the  instrument  man  puts 
on  a  pair  of  rubber  gloves,  and  with  a  sterile  towel  wipes 
the  bougies  dry,  and  places  them  on  a  second  sterile  towel. 
^Vhen  all  are  dry  he  sorts  them  out  into  their  proper  trays, 
using  the  metal  gauge.  He  then  boils  the  gauge,  removes 
his  gloves  "and  closes  the  door  of  the  steriliser.  Next  day 
the  instruments  are  again  sterile  and  ready  for  use.  On  no 
pretence  whatever  should  he  be  allowed  to  do  this  without 
gloves  on,  as  the  instruments  are  still  septic  when  he  dries 
them.  It  is  extraordinary  the  prejudice  against  rubber 
gloves  and  the  difficulty  in  persuading  an  assistant  to  use 
them.  Yet  it  is  surgical  common  sense  to  employ  gloves 
for  handling  the  infected  instruments  rather  than  soil  the 
hands  with  germs,  and  so  go  about  infecting  the  whole  clinic. 
Hot  formaline  vapour  is  even  more  potent  than  cold  vapour 
and  sterilises  ua  half  an  hour.     It  is,  perhaps,  more  perfect 
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to  use  hot  vapour,  but  a  suitable  steriliser  is  more  expensive 
and  more  difficult  to  manage. 

Montague  lias  made  for  my  clinic  a  metal  steriliser  with 
trays  in  which  hot  formaline  vapour  is  used,  and  in  which 
an  air  pump  is  employed  to  pump  away  the  excess  vapour 
after  use. 

Catheters. 

It  is  weU  to  possess  some  gum-elastic  catheters,  say  a  few 
Nos.  4,  8,  9  and  10  on  the  Enghsh  scale.  The  most  satisfactory 
pattern  is  the  "  Marshall,"  either  the  yellow  or  the  black. 
These  are  better  even  than  Conde  catheters,  though  it  is 
A\-eIl  that  the  outfit  should  also  include  a  few  Conde  black 
or  white  catheters  and  a  few  conical-ended  red  gum-elastic 
catheters  provided  with  a  Stylette.  A  few  india-rubber 
catheters  are  useful,  say  Numbers  8,  9  and  10  on  the  English 
scale. 

A  long  metal  stylette  is  supphed  by  Montague  for  threading 
into  gum-elastic  and  rubber  catheters,  and  is  a  most  useful 
weapon  in  emergencies.  Finally,  never  be  without  two 
silver  catheters,  one  a  No.  10  English  of  ordinary  length  and 
one  a  No.  10  English  with  the  long  prostatic  curve.  Metal 
catheters  are  sterilised  in  boilmg  water.  Gum-elastic  catheters 
are  ruised  under  the  tap,  dropped  into  the  boiling  steriliser 
for  one  minute,  picked  out  with  forceps  and  laid  separately 
on  a  sterile  towel  to  cool.  The  assistant  then  wipes  them 
dry,  and  places  them  upright  for  twenty  minutes  to  allow 
the  interiors  to  drain  and  dry  out.  (If  a  hot  air  cupboard 
is  available  they  can  be  placed  in  that.)  When  dry,  the 
catheters  should  be  placed  in  a  tray  of  the  formaline  steriliser, 
where  they  wiU  be  found  ready  sterilised  for  use  when  needed. 

Dilators. 

No  up-to-date  uretliral  clinic  can  afford  to  be  without 
some  form  of  KoUmami's  Irrigating  Dilators.  They  are 
absolutely  indispensable,  and  many  chronic  cases  cannot  be 
cured  without  them.  They  are  shortly  to  be  manufactured 
in  England  by  John  Weiss,  Oxford  Street,  London,  and  can 
also  be  obtained  of  GentU,  of  Paris.     They  are  used — 

1.  For  dilating  soft  sub-mucous  infiltrations,  or  early 
soft  strictures. 
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2.  For  finishing    o£E    by   means    of    over-dilatation    cases 
of    fibrous   stricture  (66). 

The  only  way  of  determining  when  Kollmann's 
dilators  are  required  is  by 
means  of  the  aero-urethro- 
scope.  This  is  one  of  tlie 
reasons  why  I  maintain  that 
the  urethroscope  is  indis- 
pensable. With  this  instru- 
ment you  can  blow  out  the 
walls  of  the  canal  and  witli 
a  practised  eye  can  at  once 
determine  if  any  part  of  tlic 
canal  is  not  dilating  properly 
(soft  or  hard  stricture).  You 
can  then  institute  treatment 
with  the  dilators  and  can 
follow  the  progress  to  com- 
plete health,  controlling  your 
treatment  with  observations 
by  the  urethroscope.  In 
this  way  a  portion  of  the 
canal  that,  if  left  alone, 
would  keep  up  a  gleet  for 
a  long  time  and  would 
eventually  end  in  a  fibrous 
stricture,  can  be  detected 
and  treated  in  the  early 
stages  when  soft  and  dila- 
table. Two  objects  are  thus 
gained,  the  cure  of  the  gleet 
and  the  prevention  of  fibrous 
stricture.  I  should  be 
ashamed  if  any  case,  passed 
by  me  as  cured,  were  ever 
to  develop  stricture  in  after 
life.  Into  the  beds  of  the  London  Hospital  in  ten  years  came 
859  cases  of  fibrous  stricture,  which  illustrates  the  importance 
of  this  matter.  By  means  of  KoUmami's  dilators,  fibrous 
strictures  can  be  over  dilated  until  they  are  tired  out  altogether 


Kollmann's  Dilators. 
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and  cease  to  recur.  At  least  four  out  of  every  five  cases 
of  old  fibrous  stricture  that  come  under  my  care  are  thus 
permanently  cured  ;  and  in  this  way  the  old  need  for  the 
regular  passage  of  bougies  from  year  to  year  is  done  away 
with — a  great  boon  to  many  a  weary  sufferer. 

The  KoUmann's  dilators  which  I  recommend  are  of  two 
kinds — 

1.  The  straight  KoUmann,  four  branch,  irrigating. 

2.  The  curved  KoUman,  three  branch,  irrigating. 

They  should  be  nickel-plated  or  made  throughout  of 
nickel.  They  possess  dials  marked  ^^dth  the  miUimetre  scale 
from  22  Charriere  up  to  45  Charriere.  They  can  be  sterilised 
in  boiling  water.  The  raison  d'etre  of  the  KoUmama's  dilator 
lies  in  the  fact  that  the  meatus  is  the  narrowest  part  of  the 
canal  (24  Charriere).  It  is  impossible  therefore  to  dilate 
the  penile  urethra  (28-30  Charriere)  and  the  bulbous  urethra 
(40-45  Charriere)  up  to  the  proper  calibre  by  means  of  ordinary 
bougies,  passed  through  the  meatus.  The  KoUmami  can  be 
passed  through  the  meatus  and  when  in  place  (straight  for 
the  penile  urethra,  curved  for  the  bulbous)  can  be  screwed  up 
gradually  until  the  calibre  proper  for  this  portion  of  the  canal 
is  obtained.  After  this  has  been  efEected  the  stricture  seldom 
recurs. 

In  using  KoUmann's  dilators,  never  employ  a  local 
anaesthetic,  otherwise  you  wiU  tear  the  canal,  the  patient's 
sensations  being  numbed.  You  do  not  want  to  tear  the 
stricture  or  you  wiU  do  harm.  Your  object  is  to  tire  out 
the  stricture  as  rubber  or  elastic  is  tired  by  gradual  stretching. 
Never  dilate  beyond  a  slight  feeling  of  stretching  and  dis- 
comfort on  the  part  of  the  patient.  If  you  cause  him  intense 
pain  you  are  overdoing  it  and  defeating  your  owai  object. 
If  you  cause  more  than  a  slight  bleeding  you  are  overdoing  it. 
Hry  to  cause  no  bleeding  at  aU.  Bleeding  means  tearing. 
Tearing  defeats  your  object. 

The  treatment  always  causes  an  increase  of  discharge 
for  a  day  or  two  and  may  cause  pain  on  micturition.  Warn 
the  patient  of  this.  Do  not  carrj^  out  treatment  with  the 
KoUmann  on  any  given  case  until  you  have  been  able  to  pass 
at  a  previous  sitting  a  No.  24  Charriere  Benique  nickel  bougie 
with  ease.     Do  not  use  the   KoUmann  unless  the  urine  is 
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clear  of  purulent  haze.  Do  not  employ  Kollmann's  dilators 
more  than  every  fifth  day.  Often  every  tenth  day  or  even 
once  a  fortnight  is  enough.  In  between  the  treatments 
resolution  of  the  stricture  appears  to  take  place.  The  treat- 
ment causes  some  peculiar  irritation  aromid  the  fibrous  tissue 
so  that  it  becomes  absorbed  gradually  and  is  replaced  by  more 
supple  tissues. 

As  an  irrigating  fluid  for  the  Kollmann's  use  Oxycyanide 
of  Mercury  1/4000  or  Silver  Nitrate  1/5000.  Never  use 
Permanganate.  This  dries  up  the  mucous  membrane  and 
makes  the  removal  of  the  KoUmaim  difficult.  Always  be 
careful  to  unscrew  and  remove  the  Kollmann  while  the 
irrigating  fluid  is  stiU  running  through  the  instiument  so  as 
to  prevent  nipping  or  tearing  of  the  waUs  of  the  urethra. 

Description   of  a  Treatment  by  Kollmann's   Dilators. 

Have  an  irrigator  ready  with  two  pints  of  Oxycyanide  of 
Mercury  1/4000  and  place  a  piece  of  rubber  tubing  on  the 
end  of  the  irrigating  nozzle.  Place  the  patient  on  a  couch 
with  a  pot  between  his  legs.  Lubricate  the  Kollmann  and 
pass  it  closed  luitil  it  is  snugly  in  position  (straight  for  the 
penile,  cur\^ed  for  the  bulbous  urethra).  Attach  the  rubber 
tubing  rmming  from  the  irrigator  and  turn  on  the  flow  of 
fluid  by  releasing  the  cHp.  Gradually  screw  up  the  handle 
of  the  KoUmama  until  the  patient  begins  to  complain  of 
stretching  and  slight  discomfort,  or  until  you  can  feel  resistance 
against  your  screwing  motion.  Note  the  number  on  the  dial 
and  then  leave  the  instrument  in  place  for  five  minutes  while 
the  fluid  continues  to  flow.  At  the  end  of  that  time,  while 
the  fluid  is  still  floiuiiig,  slowly  unscrew  the  handle  to  the 
lowest  number  on  the  scale,  and  then  gently  withdraw  the 
instrument.  Just  as  you  take  it  out  you  can  stop  the  flow 
of  the  fluid  by  catching  hold  of  the  rubber  tube  running  from 
the  irrigator.  At  the  next  sitting  try  and  go  up  one  or  two 
iniUimetres,  seldom  if  ever  more.  You  wiU  obtain  much 
better  results  by  going  slowly  and  by  tiring  out  the  stricture 
gradually.  In  the  bulbous  urethra  you  can  generally  screw 
up  at  the  final  sitting  to  45  Charriere.  In  the  penile  portion 
in  some  narrow  urethras,  you  may  never  get  'beyond  30 
Charriere  ;    in  average  urethras  35  Charriere.     Never  screA\' 
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beyond   35  Cliarriere  in  the  penile  unless  you  are  dealing 
with  a  very  large  urethra. 

Never  use  KoUmann's  dilators  in  the  acute  stage  (five  to 
eight  weeks),  reserve  them  for  the  chronic  stage  ;  and  never 
use  them  unless  you  have  previously  examined  with  the 
urethroscope  and  have  also  passed  a  nickel  bougie  on  a  previous 
occasion  (No.  24  Charriere).  As  a  general  rule,  do  not  use  the 
Kolhnann  until  the  urine  is  clear  of  purulent  haze.  I  advise 
you  never  to  use  Kollmann's  dilators  in  the  deep  urethra. 
Only  under  the  most  exceptional  circumstances  does  it  do 
good  in  that  situation,  and  you  are  likely  to  do  much  mischief 
with  it.  I  know  this  is  in  direct  contradiction  with  the 
teaching  of  many  foreign  authorities.  All  the  same,  I 
advise  you  to  make  it  a  general  rule  to  which  there  are  few 
exceptions. 

The  Care,  of  the  Kollmann. 
Irrigating  Kollmann's  dilators  can  be  boiled  after  use 
and  kept  in  a  jar  of  lysol  and  distilled  water  which  prevents 
rusting.  At  the  end  of  a  session  they  ought  to  be  boiled, 
dried  out  of  methylated  spirit,  then  dried  in  an  oven  or  by 
means  of  hot  air  or  with  a  "  Fon."  Finally  they  should 
have  sterile  vaseline  or  parolene  worked  into  each  of  their 
joints  before  being  put  away. 

Summary. 

Li  this  lecture  I  have  described  some  of  the  common 
methods  of  examination  and  treatment,  and  some  of  the 
special  instruments  which  are  indispensable  in  the  diagnosis 
and  cure  of  urethritis.  In  the  next  lecture  I  hope  to  describe 
to  you  how  to  apply  these  methods  to  the  actual  cure  of  your 
patients. 
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TREATMENT. 

General  Considerations,  Warnings  and   Instructions. 

It  is  advisable  to  have  at  hand  a  small  piinted  card  that 
wiU  fit  the  waistcoat  pocket.  On  this  card  should  be  printed 
the  following  instructions  : — 

(a)  General  Warnings. 

1.  Please  remember  that  until  the  doctor  passes  you  as 

"  cured  "  you  are  infectious  to  a  woman.  This  is 
the  fact  even  though  you  yourself  see  no  sign  of 
urethral  discharge.  You  wiU  think  you  are  cured 
for  a  long  time  before  you  are  really  cured,  that  is 
to  say  free  from  infectious  germs. 

2.  Be  careful  not  to  convey  discharge  on  the  fingers  to 

the  eyes.  If  you  do  so  you  may  set  up  dangerous 
inflammation  and  might  even  lose  your  sight.  If  the 
eyes  become  inflamed,  return  to  the  doctor  at  once 
for  examination. 

It  is  wise  to  buy  a  small  bottle  of  Lysol  or  Listerine 
from  the  chemist  and  to  use  a  teaspoonful  of  this 
in  a  basin  of  water  wherewith  to  wash  the  hands 
after  handling  the  parts  in  urinating  or  injecting. 

3.  Be    careful   not    to    use    towels   which   other   persons, 

especially  children,  are  likely  to  use.  Children  may 
contract  the  disease  from  infected  towels. 

4.  If  you  are  using  a  common  bath,  try  to  use  it  after 

everyone  else  has  finished.  Always  pass  water 
before  taking  a  bath.  In  any  case  add  four  tea- 
spoonfuls  of  Lysol  or  Listerine  to  your  bath,  and 
wash  your  face  before  you  enter  the  bath.  Swill 
out  the  bath  with  fresh  water  after  use. 

(b)  Directions  as  to  Mode  of  Life. 

1.  You  must  not  drink  a  drop  of  alcoholic  liquor  (beer, 
wine,  or  spirits)  until  the  doctor  gives  j'-ou  permission. 


TREATMENT.  49 

2.  You   must  refrain   entirely   from   any   kind   of   sexual 

excitement. 

3.  You  should  not  ride  a  horse,  bicycle,  or  motor  bicycle. 

4.  As  regards  diet,  you  must    avoid  all  things  that  sting 

or  burn  the  tongue  such  as  curry,  ginger,  pickles, 
vinegar,  horse  radish,  mustard,  pepper.  Meat  will 
not  do  you  any  harm.  Do  not  starve  yourself. 
You  can  fight  the  disease  better  if  you  eat  plenty. 
Your  appetite  is  the  best  guide. 

5.  As  regards  drink,  take  plenty  of  fluid,  especially  plain 

water,  milk,  milk  and  soda,  tea,  cocoa,  lime  juice, 
lemonade,  barley  water,  and  the  ordinary  mineral 
waters.  Do  not  take  any  ginger  beer  or  ginger  ale, 
and  coffee  is  best  avoided. 

6.  Smoking  is  not  harmful. 

7.  During  the  first  three  weeks  of  your  trouble  the  best 

results  can  be  obtained  if  you  can  lie  up  in  bed. 
Usually  this  is  not  possible.  If  the  testicles  or 
joints  swell  up  or  if  you  are  feverish,  then  it  is 
essential  to  go  to  bed.  Anyhow  take  no  exeicise 
and  keep  as  quiet  as  possible.  After  the  first  month 
you  should  gradually  begin  to  take  exercise  again 
and  should  try  to  get  fit.  Week-ends  at  the  seaside 
will  then  prove  of  great  benefit. 

8.  If  you  suffer  from  painful  erections  while  in  bed  you 

wiU  find  relief  if  you  get  up  and  pass  water. 

9.  It  is  not  wise  to  stick  cotton  wool  over  the  end  of  the 

penis.  If  you  wish  to  avoid  soiling  your  clothes 
by  discharge,  get  some  lint  and  cut  out  small  pieces 
which  you  can  wrap  round  the  organ  and  tie  on 
with  tape  or  string. 

10.  Above  aU  do  not  worry.  If  you  let  the  disease  get  on 
your  mind  it  will  depress  your  general  health  and 
make  the  disease  more  difficult  to  cure.  Remember 
you  are  not  the  first  man  to  get  this  disease, 
yet  the  world  goes  on  all  right.  The  disease  is 
always  curable,  but  the  cure  often  takes  several 
months. 

D 
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General  Treatment. 

During  the  acute  stage  of  a  posterior  urethritis  (average 
•  five  to  eight  weeks  if  the  patient  is  up  and  about)  there  is 
no  doubt  that  far  quicker  results  are  obtained  if  the  patient 
can  be  persuaded  to  lie  up  in  bed,  as  by  that  means  the  acute 
stage  may  be  cut  short  to  a  period  of  three  weeks.  If  the 
patient  is  in  bed,  less  toxin  is  massaged  into  the  circulation 
so  that  the  patient's  resistance  is  not  overcome  by  a  flood 
of  bacterial  poison.  The  patient  also  avoids  fatigue  and  so 
is  better  fitted  to  resist  his  trouble.  When  in  bed  he  is  far 
less  likely  to  develop  complications.  If  a  patient  is  sent  to 
bed  the  acute  posterior  urethritis  often  dies  down  at  the 
end  of  three  weeks,  making  it  possible  to  begin  posterior 
irrigations  and  prostatic  massage  at  the  end  of  that  period. 
Many  patients  are  able  and  willing  to  lie  up  for  a  few  weeks 
and  they  should  be  encouraged  to  do  so.  Keep  a  temperature 
chart,  as  it  Mill  be  found  of  great  help  and  interest.  Let  the 
patient  sit  in  a  hot  hip  bath  twice  a  day.  Hot  baths  act  as 
fomentations. 

Drugs. 

The  disease  is  usually  a  local  disease,  and  is  most  effectively 
treated  by  the  local  application  of  antiseptic  remedies.  It 
has  been  proved  by  control  experiments  that  sandal  wood  oil 
does  not  cure  the  disease.  AU  the  same  there  is  no  doubt 
that  it  often  dimmishes  the  discharge  and  keeps  it  under 
control,  and  it  undoubtedly  relieves  painful  micturition. 
The  disadvantages  of  sandal  wood  oil  are,  first,  its  great 
expense  (one  patient  of  mine  had  spent  thirty  pounds  on 
sandal  wood  oil  before  he  came  mider  my  care)  ;  secondly, 
it  is  apt  to  upset  the  stomach  and  cause  pain  in  the  kidneys. 
I  seldom  order  sandal  wood  oil  except  under  two  conditions, 
first,  when  there  is  greatly  increased  frequency  of  micturition 
and  intense  pain  at  the  end  of  micturition  (cystitis)  ;  then  it 
acts  like  a  charm.  Secondly,  in  hyperacute  cases,  where 
it  undoubtedly  soothes  the  red  and  swoUen  mucous  membrane 
of  the  uretlira.  The  best  form  is  pure  sandal  wood  oil 
suspended  in  Tmcture  of  Quillaia  or  Mucilage  of  Acacia  and 
taken  as  a  fluid  mixture  after  meals  in  plenty  of  water. 

If  you  wish  to  order  an  internal  medicine  the  best  for 
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routine  purposes  is  an  alkaline  mixture.  Potassium  citrate 
in  doses  of  thirty  grains  given  until  the  urine  becomes  alkaline 
is,  I  believe,  the  best  drug.  There  is  little  doubt  that  when 
cases  are  doing  well  they  tend  naturally  to  develop  an  alkaline 
uriiae  which  when  passed  may  be  milky  with  phosphates. 
(The  milk  dissolves  at  once  on  addition  of  acetic  acid  to  the 
urine.)  Evidently  the  gonococcus  living  in  its  natural 
habitat  the  human  urethra  does  not  like  an  alkaline  urine. 
This  is  why  I  believe  in  producing  an  artificial  alkalinity  by 
means  of  Potassium  citrate.  It  is  an  erroneous  notion  widely 
held  that  if  the  urine  is  allowed  to  become  alkaline,  then 
there  is  an  increased  risk  of  cystitis.  I  am  convinced  from 
practical  observation  of  patients  that  this  is  not  the  case. 
Particularly  harmful  is  the  exhibition  of  Hexamethylene- 
tetramine.  This  does  not  exercise  any  bactericidal  influence 
on  gonococci  in  the  living  urethra,  and  often  produces  painful 
micturition  when  urethritis  is  present.  Formaline  in  the 
urine  is  very  irritating  to  the  inflamed  mucous  membrane. 

It  is  important  to  keep  the  boAvels  weU  moved  by  suitable 
laxatives.  Magnesium  salts  seem  to  be  particularly  helpful 
as  laxatives  in  this  disease. 

In  chronic  cases  alkalies  are  not  so  useful.  In  these  the 
indication  is  to  increase  the  general  resistance  of  the  body 
by  every  possible  means.  Get  the  patient  to  the  seaside 
for  two  or  three  weeks ;  get  him  to  take  outdoor  exercise  and 
live  amidst  cheerful  surroundings  in  the  fresh  air  as  much  as 
possible,  and  let  him  feed  up  and  get  fit.  Tonics  are  now 
required,  such  as  iron,  quinine,  strychnine,  and  arsenic.  Above 
aU  keep  the  patient  from  brooding  over  his  complaint.  Cheer 
him  up.  Encourage  him  to  think  he  is  gouag  to  get  weU. 
Let  him  realise  that  you  at  least  have  no  doubt  that  he  is 
going  to  get  weU.  Patients  with  chronic  gonorrhoea  tend 
to  be  most  depressing  individuals,  and  much  virtue  must  go 
out  of  the  physician  who  would  cheer  them  up  and  help  them. 

Vaccines. 

It  is  very  difficult  to  pass  an  accurate  judgment  on  the 

use  of  vaccines.     Gronococcal  vaccines  have  been  used  with 

little  discrimination  in  this  disorder  and  have  seldom  been 

submitted  to  scientific  control  tests.     To  get  accurate  know- 

d2 
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ledge  of  the  action  of  vaccines  one  would  have  to  treat  so 
many  hundred  cases  by  leaving  them  to  nature,  so  many 
hundreds  by  vaccines  alone,  so  many  hundreds  by  irrigation, 
massage,  dilatation  and  urethroscopic  control  methods.  All 
these  cases  would  have  to  be  pp.ssed  as  cured  by  the  tests 
given  above.  There  would  then  be  a  fair  basis  for  judgment. 
When  attempts  have  been  made  to  evaluate  gonococcal 
vaccines  in  such  a  scientific  way,  the  weight  of  the  evidence 
appears  to  go  against  vaccines  as  curative  agents.  Many 
trained  clinical  observers  who  have  used  gonococcal  vaccines 
confess  that  they  are  disappointed  in  them  in  so  far  that 
they  do  not  seem  to  rid  the  urethra  of  gonococci,  but  allow 
that  their  most  favourable  action  is  seen  in  some  cases  of 
joint  trouble. 

I  employed  vaccines  in  most  of  my  cases  for  some  years 
and  then  I  ceased  to  employ  them,  so  that  I  have  two  definite 
groups  of  cases  from  ^liich  1  have  obtained  experiential 
evidence.  I  found  vaccines  irritating  and  sometimes  dangerous 
in  the  acute  stages  of  the  trouble.  Even  when  employed  in 
doses  of  half  a  million  or  less  and  at  long  interv^als  in  the  acute 
stages  they  seem  to  increase  the  toxaemia,  and  increase  the 
liability  to  the  development  of  epididymitis  and  joint  trouble. 
In  my  opinion  the  patient  is  in  a  hypersensitized  state  durmg 
the  first  eight  weeks  of  his  disorder.  He  is  already  absorbing 
large  quantities  of  his  own  gonococcal  poison.  Any  added 
dose  of  poison  in  the  nature  of  a  vaccine  seems  to  increase 
the  toxaemia,  and  may  produce  a  dangerous  negative  phase 
during  which  the  disease  spreads  to  deeper  parts.  I  strongly 
advise  you  therefore  not  to  employ  vaccines  in  the  acute 
stages  except  in  the  case  of  acute  joint  affections  and  then 
only  in  minute  doses. 

As  regards  chronic  cases,  my  experience  witli  vaccines 
has  been  disappointing.  1  could  not  satisfy  myself  that  cases 
treated  with  vaccines  did  any  better  than  cases  treated 
without  vaccines.  In  fact  I  came  to  the  conclusion  that  one 
was  very  liable  to  give  an  overdose  of  vaccine  in  anxiety  to 
stimulate  the  tissues,  and  to  produce  a  curious  condition 
which  I  can  only  call  ''  a  chronic  or  prolonged  negative  phase  " 
which  might  last  for  weeks,  and  out  of  which  it  was  very 
hard  to  rouse  the  tissues.     If  vaccines  are  given  at  aU  in 
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chronic  cases,  my  feeling  is  that  the  doses  should  never 
exceed  fifty  million,  and  had  better  be  kept  at  five  or  ten 
million  at  intervals  of  a  week. ;  but  of  course  the  virulence  of 
different  vaccines  varies  so  much  that  it  is  hard  to  lay  do\\ai 
any  defhiite  rule  for  dosage. 

I  have  had  a  large  number  of  chronic  cases  (54,  55)  of 
gonorrhoea  coming  to  me  after  they  have  been  having  vaccine 
treatment  by  weU-kno\^^l  bacteriologists  for  as  long  as  six 
months  to  a  year  or  more,  and  yet  I  have  been  able  in  nearly 
ever}'  case  to  find  gonococci  still  present,  and  usually  quite 
easily  at  the  first  visit.  This  does  not  look  as  if  vaccmes 
had  cured  the  trouble. 

As  regards  the  effect  of  vaccmes  on  joint  troubles,  the 
evidence  is  Yevy  conflicting.  I  have  treated  a  number  of 
cases  of  jomt  trouble  without  vaccines  and  have  obtained 
good  results.  I  have  treated  a  number  of  cases  with  vaccines 
and  in  the  majority  of  cases  the  results  have  been  no  better  ; 
but  I  am  bomid  to  say  that  everv'  now  and  then  the  vaccme 
does  appear  to  mfluence  the  joint  trouble  quite  suddenly 
and  dramatically. 

It  is  hard  to  see  why  the  vaccine  should  thus  act  well  in 
a  few  cases  and  yet  m  others  should  have  no  favourable  action 
at  all.  I  have  seen  cases  where  one  joint  only  is  affected, 
and  after  a  dose  of  vaccme  that  joint  has  cleared  up  im- 
mediately, but  at  the  same  time  another  jomt  has  become 
affected.  Another  dose  has  been  given  and  the  second  joint 
has  cleared  up,  but  the  first  has  relapsed  again.  I  can  only 
state  the  fact  and  cannot  account  for  it.  Anyhow  I  think 
it  is  always  advisable  to  try  vaccines  in  acute  joint  cases, 
as  one  cannot  tell  till  one  has  tried  them  if  they  are  going 
to  do  good.  But  I  earnestly  counsel  you  only  to  employ 
mmute  doses.  Start  with  half  a  million.  If  that  seems  to 
act  well  give  one  miUion  on  the  third  day,  and  then  two 
million  on  the  seventh  day.  Do  not  in  acute  cases  ever  go 
above  five  million  is  my  advice  from  considerable  experience. 
My  experience  also  has  been  that  stock  vaccines  often  act 
better  than  autogenous  vaccines  in  joint  cases. 

Summing  up,  I  feel  that  the  methods  of  preparing 
gonococcal  vaccines  are  too  crude  at  present  to  be  of  avail. 
The  cultures  are  sickly  things  at  best  and  vary  widely  in 
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virulence  ;  and  also  it  does  not  yet  seem  possible  to  prepare 
sufficiently  accurate  doses  to  be  sure  of  avoiding  harm  by 
giving  an  overdose.  There  is  no  satisfactory  method  of 
determining  what  doses  to  give  and  at  what  intervals,  and 
as  to  whether  the  vaccine  is  producing  a  dangerous  negative 
phase  which  will  do  more  harm  than  a  subsequent  positive 
phase  if  such  occurs.  I  feel  that  some  vaccines  produce  a 
negative  phase  without  any  corresponding  positive  phase. 

I  believe  that  we  are  on  the  right  line  in  seeking  to  obtain 
a  satisfactory  vaccine,  and  that  in  years  to  come  we  shall  get 
increasing  help  from  vaccines.  All  the  same,  I  am  convinced 
that  gonococcal  vaccines,  as  at  present  prepared,  are  seldom 
likely  alone  to  cure  the  disease  completely.  Anyhow,  if 
we  had  a  satisfactory  vaccine  we  should  still  need  to  examine 
our  cases  in  a  proper  manner  by  the  clinical  methods  I  have 
already  described  to  you. 

I  have  numerous  cases  in  my  records  where  well-known 
bacteriologists  have  grown  bacteria  and  treated  cases  with 
vaccines  for  months,  yet  when  I  have  come  to  examine  the 
cases  clinically  I  have  found  strictures,  stones,  enlarged 
prostates  and  so  forth.  Remove  the  mechanical  obstruction 
of  stricture  or  stone  and  the  infection  disappears  at  once 
without  vaccines.  I  cannot  too  strongly  protest  against 
the  attitude  of  members  of  the  Wright  School  who  continually 
state  that  clinicians  are  unscientific.  Xo  one  is  more 
unscientific  than  the  laboratory  worker  who  refuses  to  take 
into  consideration  the  accurate  observations  that  can  be 
made  on  the  patient  himself  by  a  modem  scientifically-trained 
clinician. 

The  clinician  is  only  too  anxious  to  be  armed  with  a 
satisfactory  vaccine,  and  to  believe  that  the  vaccine  hypothesis 
is  a  correct  one  and  likely  to  fructify  with  time.  Yet  he  f  3els 
that  the  bacteriologist  does  not  examine  his  cases  completely, 
and  publishes  as  cures  cases  which  are  fomid  on  investigation 
not  to  be  real  cures.  Such  careless  methods  lead  to  spread 
of  the  disease,  as  patients  are  led  to  believe  they  are  cured, 
and  go  about  infecting  healthy  women.  For  this  important 
reason  I  protest  against  the  continuance  of  this  method  of 
vaccine  treatment  by  the  bacteriologist,  unless  it  is  carefully 
controlled   by    trained    clinical   observation    of    the   patient 
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which  cannot  be  carried  out  in  a  bacteriological  laboratory' 
as  at  present  constituted. 

Finallj^  I  do  not  believe  it  has  ever  been  proved  that 
there  is  such  a  thing  as  phagocytosis  of  gonococci.  My  belief 
is  that  when  we  see  gonococci  engulphed  in  a  leucocyte,  that 
the  gonococci  are  devouring  the  leucocyte,  and  that  the 
leucocyte  is  unable  to  devour  gonococci.  If  this  should 
prove  to  be  the  case,  then  it  would  follow  that  a  gonococcal 
opsonin  does  not  exist,  and  consequently  that  a  vaccine 
could  not  raise  the  opsonic  index.  My  owti  feeling  is  that 
in  this  explanation  will  be  found  the  failure  of  gonococcal 
vaccines  to  act  favourably. 

Sera. 
It  is  a  curious  fact  that  in  certain  cases  of  chronic  prostatitis 
that  are  hanging  fire  we  can  sometimes  obtain  a  rapid  cure 
by  giving  three  hypodermic  injections  of  anti-streptococcic 
serum  ( 55).  I  have  a  fair  number  of  instances  of  the  favourable 
effect  of  this  serum.  It  is  always  worth  trying  in  an  obstinate 
case  of  prostatitis.  I  do  not  advise  it  as  a  routine  measure, 
as  it  is  not  often  needed  and  is  apt  to  give  rise  to  troublesome 
urticaria  which  is  most  aonoying  to  the  patient,  even  though 
calcium  lactate  has  been  exhibited  at  the  same  time  ;  nor  is 
it  very  safe  in  patients  who  have  previously  had  injections 
of  anti-diphtheritic  or  anti-tetanic  serum.  Anti-meningo- 
coccic  serum  has  also  been  praised  by  some  French  authors. 
I  have  had  an  idea  that  it  is  the  serum  itself  which  has  acted 
favourably  in  their  cases. 

Local  Treatment. 
I  am  now  about  to  enter  upon  the  most  difficult  part  of 
my  task.  I  have  described  to  you  the  surgical  anatomy 
of  the  urethra,  the  clinical  pathology  of  urethritis,  methods 
of  accurate  diagnosis,  and  methods  and  instruments  employed 
in  scientific  clinical  treatment.  I  shall  now  endeavour  to 
put  into  words  an  account  of  the  different  types  of  case 
that  wiU  come  to  you  clinically.  It  is  easy  enough  to  take 
an  individual  case  and  demonstrate  upon  it  the  diagnosis 
and  treatment  suited  to  that  case  ;  it  is  far  more  difficult 
to  describe  type   cases  and  lay  down  lines  of  examination 
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and  treatment.  Nevertheless,  the  task  must  be  attempted, 
as  it  is  necessary  to  give  you  a  basis  on  which  to  found  your 
own  experience  and  practice.  Take  what  I  say  as  a  guide 
to  help  you.  Adapt  it  as  your  own  intelligence  and  knowledge 
serve  to  the  actual  patients  who  come  to  you  in  practice. 
Above  all  I  do  not  want  to  discourage  you  from  trying  new 
methods  of  treatment.  But,  before  trying  the  new  methods, 
I  want  you  to  master  first  the  accurate  diagnosis  of  the 
disease  ;  and,  secondly,  the  average  results  you  can  obtain 
by  the  methods  I  describe,  which  I  have  tried  and  found 
satisfactory.  You  will  then  have  a  basis  of  knowledge  of 
what  can  be  done,  and  will  be  able  to  determine  if  you  are 
getting  better  results  by  your  new  methods. 

Type  Cases. 

A  case  of  acute  urethritis,  duration  some  days  or  weeks, 
with  profuse  yelloAv  discharge  exuding  from  the  meatus. 
Diagnosis  either  Acute  Anterior  Urethritis  or  Acute  Anterior 
and  Posterior  Urethritis. 

History. — How  and  when  contracted.  Length  of  incubation 
period.  Previous  treatment,  if  any.  How  many  previous 
attacks.     Pain.     Frequency  of  micturition. 

Physical  Examination. — Place  the  patient  on  a  couch, 
take  a  film  of  the  discharge,  stain,  and  examine  under  the 
microscope  for  pus  cells  and  gonococci. 

Place  a  pot  between  the  patient's  legs,  and  have  a  large 
urine  glass  and  a  sink  handy.  Wash  out  the  anterior  urethra 
with  Oxycyanide  of  Mercury  1  4000  until  the  washings  come 
away  quite  clear  of  pus  and  threads,  as  tested  by  pouring 
them  into  the  urine  glass.  Now  ask  the  patient  to  rise  and 
pass  water  into  the  urine  glass.  If  the  urine  is  clear  the 
Diagnosis  is  Acute  Anterior  Urethritis.  If  the  urine  is  hazy 
with  pus  the  Diagnosis  is  Acute  Posterior  Urethritis. 
(Cystitis  as  well  if  there  is  greatly  increased  frequency  of 
micturition  and  pain  at  the  end  of  micturition.) 

Note,  however,  that  the  haze  may  not  be  a  haze  of  pus. 
Determine  this  question  as  follows  : — The  haze  may  be — 

L  Phosphates.     These    disappear    on    the    addition    of 
acetic  acid. 
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2.  Pus.     Add  Potassium  hydrate.     A  ropiness  indicates 

pus.  If  in  doubt  place  a  drop  of  urine  on  a  slide, 
make  a  fibn,  dry,  stain  and  examine  under  the 
microscope.     Pus  cells  can  then  be  seen. 

3.  Bacilluria.     Place  a  drop  of  urine  on  a  slide,  diy,  fix, 

stain  and  examine  under  the  microscope.  Nothing 
is  seen  but  bacteria. 

4.  Sandal  Oil.     The  patient  is  taking  sandal  oil.     Place 

a  drop  of  urine  under  the  microscope.  Nothing  is 
seen  but  fat  droplets.  If  in  doubt,  stop  the  sandal 
oil  and  examine  again  the  next  day. 

5.  Urates.     Add     Potassium     hydrate.     The     haze     dis- 

appears.    Warm  the  urine.     The  haze  disappears. 

6.  Oxalates  (very  rare).     Place  a   drop  under  the  micro- 

scope. Typical  crystals  are  seen. 
^Yhat  is  the  real  object  of  this  examination  ?  It  is  not 
meant  to  determine  as  to  M-hether  anterior  irrigations  or 
anterior  injections  should  be  used.  These  should  be  used  in 
any  case.  It  is  meant  for  Prognosis.  If  the  disease  is  confined 
to  the  anterior  urethra  the  case  should  get  well  under  treat 
ment  in  three  or  four  weeks,  and  possibly  in  a  week.  Encourage 
the  patient  bv  teUing  him  this,  but  make  no  rash  promises. 
If  the  disease  has  spread  to  the  posterior  urethra  the  disease 
can  hardly  get  well  in  under  three  months.  Tell  the  patient 
this  from  the  start,  so  as  not  to  encourage  false  hopes,  and 
explain  the  reasons  to  him.  Encourage  him  if  possible  to 
lie  up.  (It  is  tiue  that  a  few  exceptions  will  be  met  where 
the  posterior  urethra  clears  itself  in  a  week  or  ten  days  and 
the  disease  never  spreads  to  the  prostate.  These  cases  are 
lucky  exceptions.) 

Short  Examination  if  little   time   is   available. 

Inspect  the  meatus,  and  note  if  the  urethritis  is  very 
acute  or  only  mild.  This  will  guide  you  as  to  strength  of 
injection  or  irrigation  to  order.  Potassium  Permanganate 
1/4000  for  acute  cases,  up  to  1/2000  for  mild  cases. 

Ask  the  patient  to  pass  water  into  two  glasses.  If  the 
second  is  clear  the  chances  are  that  the  disease  has  not  spread 
to  the  deep  urethra  (proof  not  absolute).  Note  this.  Then 
give  the  Datient  the  printed  directions  and  order  a  suitable 
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injection  or  irrigation.  Tell  him  to  call  in  a  week  or  ten 
days,  when  you  can  arrange  sufficient  time  to  carry  out  the 
more  complete  test  described  above. 

Treatment. 

Give  the  patient  his  printed  directions,  and  if  the  disease 
has  spread  to  the  deep  urethra  try  and  persuade  him  to  lie 
up.  Whatever  the  state  of  the  disease,  whether  anterior  or 
posterior,  employ  anterior  irrigations  from  the  very  outset. 
Do  not  employ  posterior  irrigations  in  the  acute  stage,  five 
to  eight  weeks  in  ambulatory  cases,  three  weeks  in  cases 
that  lie  up.  The  best  results  are  obtained  if  the  doctor 
himself  can  irrigate  the  anterior  urethra  once  a  day.  Irrigate 
from  a  low  height  (3  to  4  feet)  Avith  the  utmost  gentleness  in 
ballooning  the  canal,  and  suit  the  strength  of  the  fluid  to 
the  severity  of  the  inflammation.  In  average  cases  start 
with  1/3000  Potassium  Permanganate,  and  as  the  discharge 
and  pain  diminish  increase  the  strength  by  1/500  until  you 
have  reached  1/2000  or  even  1/1500.  If  the  discharge  and 
pain  diminish  you  are  doing  right.  If  they  increase  you  are 
either  using  the  washes  too  weak,  or  you  should  carry  out 
irrigations  twice  a  day.  In  the  majority  of  cases  once  a  day 
is  sufficient. 

Acute  Anterior  Urethritis. 

In  mild  anterior  cases  I  often  start  with  1/2000  Potassium 
Permanganate  and  work  up  to  1/1500  or  even  1/1000  by  the 
fourth  or  fifth  day.  Often  by  the  fifth  or  sixth  day  there 
is  no  discharge,  and  the  urine  is  clear.  I  then  use  the 
urethroscope  and  look  for  infected  glands  of  Littre.  If  not 
present  the  patient  is  cured.  If  present,  I  destroy  them  with 
the  operating  urethroscope,  and  continue  irrigations  for 
another  five  or  six  days.  At  the  end  of  that  time  I  urethroscope 
again.  If  no  diseased  follicles  are  seen,  cure  is  complete. 
Such  quick  cures  can  only  be  obtained  in  patients  M'ho  have 
had  the  discharge  a  few  days  and  in  whom  the  disease  is  not 
very  acute  when  first  seen.  I  have  dozens  of  such  quick  cures 
in  my  records  ;  that  is  to  say,  five  to  seven  day  cures  in  non- 
foUicle  cases  on  washings  alone  ;  ten  to  twenty  day  cures 
in  cases  with  infected  follicles.     Having  treated  the  follicles 
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you  must  continue  with  daily  irrigations  for  five  to  seven 
days  before  it  is  advisable  to  urethroscope  again,  and  see  if 
all  the  follicles  have  been  destroyed.  If  not,  you  must  operate 
again,  irrigate  daily  for  a  week,  and  then  inspect  again. 

In  the  more  acute  later  anterior  cases,  it  often  takes  a 
fortnight  or  even  a  little  longer  of  regular  daily  irrigations 
or  injections  to  stop  aU  discharge  and  get  the  urine  quite 
clear.  When  that  is  attained  you  should  proceed  to 
urethroscopy,  as  described  above,  to  eliminate  infected  follicles. 

If  the  patient  has  acute  anterior  urethritis,  but  cannot 
come  to  you  for  irrigations,  then  instruct  him  how  to  irrigate 
or  inject  for  himself.  Let  him  irrigate  once  or  twice  a  day 
and  inject  at  least  twice  and  better  three  or  four  times  a  day. 
Let  him  report  in  a  fortnight  or  three  weeks  for  further 
examination.  Many  such  cases  will  then  be  found  cured. 
All  such  cases,  if  free  from  discharge  at  the  second  visit, 
should  be  urethroscoped.  In  this  way  you  can  detect  infected 
follicles,  and  destroy  them  if  present. 

Early  Urethroscopy. 

The  object  of  early  urethroscopy  is  this  :  Are  these  patients 
discharge-free,  reaUy  cured,  or  have  they  the  gonococci  still 
lurking  in  a  side  track  in  the  anterior  urethra.  These  side 
tracks  are  of  two  kinds. 

1.  Usually  they  are  found  to  be  infected  and  swollen  glands 
of  Littre  (56,  57,  58,  59,  60).  Destroy  these  with  the  operating 
urethroscope,  and  ask  the  patient  to  inject  for  a  week  and 
then  report.  Urethroscope  again.  If  aU  the  glands  are 
healthy  the  patient  is  cured.  Often  at  the  second  examination 
there  can  stiU  be  seen  a  few  remaining  infected  glands.  Destroy 
them.  Let  the  patient  irrigate  or  inject  for  another  week 
and  then  report.  Urethroscope  again.  In  most  cases  there 
are  no  more  infected  glands  to  be  seen.  The  cure  is  complete. 
(Time  of  cure  two  to  four  weeks.) 

2.  Less  often  a  portion  of  the  canal  is  seen  to  be  red, 
swoUen,  and  cedematous,  and  not  to  dilate  properly  under 
air  distension.  This  is  a  submucous  infiltration  or  a  soft 
stricture  (61).  Treat  this  by  means  of  metal  bougies  and 
later  by  Kollmann's  dilators  applied  every  fifth  day  until  the 
normal  calibre  of  the  canal  has  been  restored  and  the  canal  can 
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be  seen  by  the  urethroscope  to  be  healthy.  All  this  time  the 
patient  continues  his  irrigations  or  injections.  (Time  of  cure 
three  to  five  weeks.) 

Acute  Posterior  Cases. 

If,  however,  you  find  b}'  your  first  examination  that  the 
disease  has  already  spread  to  the  deep  urethra,  you  will  do 
no  good  by  irrigating  the  case  yourself,  as  you  are  not  going 
to  get  an  early  cure.  In  such  cases,  instruct  the  patient 
how  to  irrigate  or  inject  for  liimself,  and  tell  him  to  use  1/4000 
Potassium  Permanganate  if  the  disease  is  acute,  1/3000 
Potassium  Permanganate  if  mild,  and  to  irrigate  twice,  or 
inject  four  times  a  day.  On  no  account  irrigate  the  deep 
iirethra  at  this  stage,  as  it  does  no  good  and  leads  to  com- 
plications. The  object  in  in*igating  or  injecting  the  anterior 
urethra  in  early  acute  posterior  cases  is  to  keep  down  the 
discharge  in  the  anterior  urethra  and  prepare  for  the  time 
when  you  will  be  able  to  irrigate  the  deep  urethra  (five  to 
eight  weeks  in  ambulatory  cases).  It  is  more  pleasant  for 
the  patient  to  be  comparatively  free  of  discharge,  and  you 
are  saving  time  by  getting  the  anterior  urethra  into  a  healthy 
state.  At  the  end  of  some  weeks  the  case  will  enter  on  the 
sub-acute  stage. 

Treatment  of  a  Sub -Acute  Case. 

The  patient  has  had  an  acute  posterior  urethritis.  Towards 
the  end  of  some  weeks  (three  weeks  if  the  patient  has  gone 
to  bed,  five  to  eight  weeks  if  he  has  remained  at  work)  the 
severity  of  the  disease  begins  to  die  doAvn  in  the  course  of 
nature  :  that  is  to  say  the  discharge  lessens  and  becomes 
tliinner.  Pain,  burning  and  chordee  cease,  fever  disappears, 
and  the  patient  begins  to  feel  better  in  himself.  Take  the 
case  of  a  patient  who  has  had  acute  posterior  urethritis  for 
some  five  to  eight  weeks  from  the  date  of  the  infecting  coitus  : 
If  he  has  been  under  your  care  at  an  earlier  date,  he  will 
have  been  irrigating  his  anterior  urethra  regularly,  and  there 
will  be  little  if  any  urethral  discharge  to  be  seen.  Ask  him 
to  pass  water  into  two  glasses.  The  first  is  certain  to  contain 
a  fair  haze,  the  second  may  be  hazy  with  pus,  or  it  ma-y  be 
clear.     Now  is  the  time  to  institute  treatment  for  the  deep 
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urethra,  but  begin  with  the  utmost  gentleness  and  use  weak 
solutions  of  your  antiseptic  wash.  At  the  commencement, 
posterior  irrigations  should  be  carried  out  only  by  the  doctor. 
Irrigate  the  deep  urethra  every  day  for  a  week  or  ten  days, 
or  in  the  case  of  out-patients  two  or  three  times  a  week.  For 
the  first  two  or  three  sittings,  anaesthetise  the  urethra  with  a 
little  4  per  cent.  Stovaine  solution.  Then  irrigate  the  deep 
urethra  with  1/5000  Potassium  Permanganate  from  a  height 
of  not  more  than  five  feet.  Increase  the  strength  each  day  by 
1/500  until  a  strength  of  1/2000  has  been  reached.  Most 
patients  will  stand  1/2000  after  a  short  time,  and  their  urinary 
haze  wiU  not  disappear  until  this  strength  has  been  attained. 
Some  patients'  urethras  are,  however,  very  sensitive  and 
wiU  not  tolerate  concentrations  greater  than  1/3000.  In 
such  cases,  perseverance  at  such  a  strength  will  remove  the 
purulent  haze.  Above  aU,  beware  of  causing  intense  pain 
and  strangury  by  your  irrigations.  If  you  are  doing  so, 
you  are  using  too  great  strengths  or  you  have  begun  to  irrigate 
too  soon.  Another  warning  is  necessary:  Do  not  keep 
passing  several  lots  of  wash  into  the  bladder.  Such  a 
proceeding  will  irritate  the  bladder.  Be  content  at  first 
if  you  can  only  persuade  an  omice  or  two  into  the  bladder. 
Very  soon  the  bladder  Mill  learn  to  take  half  a  pint  quite 
easily.  Flush  out  the  bladder  once  only,  and  then  let  the 
patient  pass  the  wash  out.  Use  the  rest  of  the  wash  for 
irrigating  the  anterior  urethra.  Above  all,  the  wash  is  to  be 
persuaded  iiito  the  bladder,  not  forced  in  by  excessive 
pressure. 

During  this  period  of  treatment,  massage  the  prostate 
very  gently  everv'  third  daj"  for  twelve  days.  Later  on 
you  ought  to  lengthen  out  the  intervals  of  prostate  massage 
to  every  fifth  or  seventh  day.  Do  not  trv^  to  effect  too  much 
at  each  massage.  Do  not  massage  for  more  than  one  to 
two  minutes,  and  let  the  process  be  one  of  peaceful  persuasion 
or  gentle  stroking.  Do  not  use  powerful  squeezings.  I  cannot 
warn  you  too  carefully  on  this  point. 

If  you  content  yourself  with  posterior  irrigations  and 
prostatic  massage  for  a  period  of  twelve  to  fourteen  days 
you  wiU  find  at  the  end  of  that  time,  in  the  majority  of  cases, 
that  all  purulent  haze  has  disappeared  from  the  urine,  and 
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that  the  urine  has  become  clear,  and  at  most  contains  a  few 
purulent  threads.  In  other  words,  the  case  has  entered 
upon  the  chronic  stage. 

Treatment  of  a  Case  of  Urethritis  in  the  Chronic  Stage. 

The  patient  now  thinks  he  is  cured.  His  urine  contains  a 
few  threads,  and  there  is  noticed  a  little  sticking  of  the  meatus, 
and  a  slight  gleety  discharge  in  the  early  morning.  Warn 
your  patient  that  it  will  be  at  least  three  to  six  weeks  before 
he  is  really  cured. 

Ask  the  patient  to  pass  water  and  then  massage  the  prostate 
and  examine  the  discharge  under  the  microscope.  Make  a 
rough  note  of  the  number  of  pus  cells,  large,  medium  or 
minimum.  Repeat  this  exammation  every  two  or  three 
weeks,  and  by  this  means  you  can  best  judge  the  progress 
of  the  case  towards  cure. 

As  regards  the  treatment  of  the  chronic  posterior  urethritis 
you  should  now  discontinue  daily  irrigations  in  order  to  test 
if  the  urine  will  remain  clear  without  such  treatment.  In 
most  cases,  if  the  patient  is  keeping  the  rules,  the  urine  will 
remain  clear,  provided  you  treat  the  patient  every  fourth 
or  fifth  day  j^ourself .  Only  three  rules  of  life  are  now  necessary  : 
no  alcohol,  no  sexual  excitement,  no  riding  or  bicycling. 
These  are  the  three  prostatic  sins.  The  rules  as  to  diet  stiU 
hold,  but  encourage  the  patient  to  take  exercise,  feed  up, 
and  get  fit.  Help  him  to  get  his  mind  off  his  urethra,  and 
let  him  go  to  the  seaside  at  the  week  ends.  Every  fourth 
or  fifth  day  let  the  patient  attend  for  treatment.  Massage 
the  prostate  and  instil  the  deep  urethra  by  means  of  the 
Ultzmann  sjTinge  with  strong  solutions  of  silver  nitrate, 
begimiing  with  five  grains  to  the  ounce  and  working  up  to 
twenty  grains  to  the  omice.  If  these  cause  undue  discomfort 
let  the  patient  go  home  and  sit  in  a  hot  bath.  Some  patients 
camiot  stand  such  strong  treatment.  If  so  be  content  with 
giving  after  the  massage  a  posterior  irrigation  of  1/5000 
silver  nitrate.  At  the  end  of  five  or  six  weeks  the  prostatic 
fluid  will  probably  be  fomid  free  of  pus  and  the  posterior 
urethra  is  cured. 

In    cases    of    chronic    vesiculitis,    instead    of    using    these 
instillations,  proceed  every  fifth  day  as  follows  :    Fill  up  the 
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bladder  with  1/5000  silver  nitrate  solution,  pass  a  No.  24 
Charriere  metal  bougie.  Leave  this  in  for  five  minutes. 
Remove  the  bougie,  turn  the  patient  over  and  massage  the 
vesicles  gently  but  firmly  and  thoroughly.  Let  the  patient 
then  pass  out  the  irrigating  fluid.  It  will  be  found  to  be 
full  of  purulent  sperm,  or  even  of  casts  of  the  vesicles.  An 
infected  vesicle,  possessing  as  it  does  a  thick  fibrous  wall 
and  a  very  small  duct  opening,  needs  much  firmer  massage 
for  its  cure  than  does  an  infected  prostate.  For  this  reason, 
vesicle  cases  often  take  four  or  five  months  from  their  cure 
and  are  the  most  resistant  cases  of  all.  Cure  is  a  question 
of  obtaining  proper  drainage  and  emptying  of  the  infected 
vesicle.  Cases  only  do  well  when  the  vesicles  can  be  got 
to  empty  themselves  properly.  In  such  circumstances  draiiaage 
probably  does  not  take  place  through  the  ducts.  The  ducts 
become  digested  by  the  pus,  and  a  large  pitho logical  opening 
as  of  a  burst  abscess  is  formed  leading  from  the  vesicle  into 
one  side  of  the  posterior  urethra.  You  can  see  such  openings 
if  you  use  the  posterior  urethroscope,  and  can  actually  see 
pus  issuing  from  them  if  you  squeeze  the  vesicle  at  the  same 
time  with  a  rectal  finger.  That  is  the  object  you  have  in 
view  in  passing  the  metal  bougie.  The  bougie  helps  in  the 
formation  of  a  proper  opening  for  drainage.  You  can  detect 
when  you  are  dealing  with  a  vesicle  case  by  means  of  tactile 
rectal  diagywsis.  The  thickened  waU  of  the  distended  vesicle 
can  be  clearly  felt  in  this  mamier.  Give  a  guarded  prognosis 
in  such  cases.  In  some  of  these  cases  the  purulent  haze  in 
the  urine  is  most  persistent  and  lasts  for  weeks  before  it 
yields  to  massage  and  irrigations. 

The  case  often  begins  to  do  weU  after  the  patient  has 
experienced  a  series  of  nocturnal  seminal  emissions,  the 
emitted  fluid  being  found  to  be  greenish  yellow,  or  even 
blood-stained.  This  is  a  sign  that  the  abscess  has  burst 
into  the  deep  urethra.  Failing  the  formation  of  such  an 
opening,  the  duct  of  the  vesicle  sometimes  gets  blocked 
altogether,  and  may  remain  blocked  for  months  or  even 
years  at  a  time.  The  urine  then  gets  quite  clear,  and  the 
patient  thinks  he  is  cured.  He  may  go  months  or  even 
years  without  a  relapse  of  yeUow  discharge,  yet  sooner  or 
later  excessive  indulgence  in  alcohol  or  coitus,  or  depression 


64  DISEASES    OF    THE    MALE    URETHRA. 

of  the  general  health  may  lead  to  the  bursting  forth  of  the 
vesicular  secretion  afresh,  and  a  sudden  apparently  inex- 
plicable appearance  of  profuse  yellow  urethral  discharge. 
These  facts  I  have  just  mentioned  will  account  for  those 
curious  cases  we  see  where  a  man  sudden h^  develops  urethritis, 
when  he  has  not  been  with  a  woman  for  a  long  time.  Such 
a  phenomenon  sometimes  occurs  in  married  men.  whose 
wives  remain  perfectly  healthy. 

Resistant  vesicle  cases,  if  persistence  in  treatment  after 
three  or  four  months  does  not  result  in  cure,  should  be 
submitted  to  the  operation  of  Vasostomy  (62,  63)  by  which 
it  is  possible  to  wash  out  the  infected  vesicle  and  bring  about 
a  rapid  cure. 

Chronic  Anterior  Urethritis. 

During  the  same  period,  when  you  are  carrying  out  the 
treatment  of  the  posterior  urethritis,  as  just  described,  you 
should  also  employ  the  time  in  curing  the  anterior  urethra. 
This  can  only  be  done  by  an  intelligent  use  of  the  aero- 
urethroscope. 

Once  the  urine  is  clear,  therefore,  lose  no  time  ;  urethro- 
scope the  anterior  urethra,  as  there  may  be  lesions  in  the 
anterior  urethra  wliich  need  attention.  If  these  consist  of 
infected  follicles  (64,  65),  destroy  them  once  a  week  with  Silver 
Nitrate  fused  on  to  the  operating  probe.  If,  on  the  other  hand, 
these  consist  of  submucous  infiltrations  (soft  strictures)  fill 
up  the  bladder  with  Silver  Nitrate  1/5000,  and  pass  metal 
bougies  of  suitable  size  until  you  can  pass  a  No.  24  Charriere 
with  ease.  Now  begin  to  use  Kollmann's  dilators  every 
fifth  or  seventh  day,  the  straight  Kollmami  for  a  stricture 
in  the  penile  urethra,  the  curved  Kollmann  for  a  stricture 
in  the  bulbous  urethra.  Use  as  an  irrigating  fluid  either 
Silver  Nitrate  1/5000  or,  if  this  stmgs  too  much,  use  Oxycyanide 
of  Mercury  1/4000.  Increase  a  millimetre  or  two  at  a  time 
until  you  have  attained  45  Charriere  in  the  bulb,  30-35  in 
the  penile.  If  a  soft  stricture  is  present  j^ou  cannot  obtain 
a  cure  of  the  gonorrhoea  without  these  instruments,  and  at 
the  same  time  you  will  be  saving  the  patient  from  developing 
a  fibrous  stricture  in  later  years.  Control  the  dilatations 
by  periodical  urethroscopy. 
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Note  on  the  Treatment  of  Strictures. 

N.B. — Yoii  can  only  diagnose  a  stricture  by  using  the 
urethroscope.  By  this  instrument  you  can  see  and  judge 
how  small  or  how  large  the  opening  is  and  the  nature  of  the 
stricture,  whether  soft  or  fibrous.  (A)  If  fibrous  and  almost 
pinpoint,  start  dilatation  with  gum-elastic  bougies.  The 
first  time  you  will  probably  get  in  1,  2,  3,  4  Charriere  ;  the 
next  time  4,  5,  6,  7  ;  the  next  time  7,  8,  9,  10  ;  the  next 
time  10,  11,  12,  13,  14;  the  next  time  14,  15,  16;  the  next 
time  16,  17,  18  Charriere.  AA^ien  up  to  18  Charriere,  proceed 
with  your  nickel  bougies  and  work  up  on  these  till  the  meatus 
(24  Charriere)  will  not  let  you  use  them  any  more.  Then 
start  with  the  Kolhnami's  dilators.  If  the  stricture  is  in  the 
bulb,  work  up  with  these  to  45  Charriere  ;  if  in  the  penile, 
work  up  to  30  or  35  Charriere.  Then  teU  the  patient  to 
come  back  for  urethroscopic  inspection  in  six  months'  time. 
In  the  large  majority  of  cases  cure  will  be  fomid  to  be 
permanent  if  dilatation  has  been  carried  out  to  these  high 
degrees.  (B)  If  you  find  a  timnel  stricture  that  you  can 
feel  from  the  outside,  or  if  you  fuid  that  the  stricture  will 
not  dilate  up  any  more  than  to  8  or  9  Charriere,  then  take 
the  patient  into  the  hospital  for  internal  urethrotomy.  In 
actual  practice  only  a  few  cases  will  require  this  operation. 

There  is  no  mortality  from  dilatation,  but  the  mortality 
of  internal  urethrotomy  may  be  as  high  as  4  to  5  per  cent. 
\\Tien  the  patient  comes  out  of  the  wards  after  an  mternal 
urethrotomy,  go  on  dilating  with  nickel  bougies  and  then 
with  the  KoUmann's  dilators,  as  above. 

The  Routine  for  passing  Bougies. 

The  patient  passes  water.  Fill  up  the  bladder  with 
Oxycyanide  of  Mercury  solution  1/4000  or  Silver  Nitrate 
solution  1/5000  by  Janet's  method  from  a  height,  lubricate 
and  pass  the  bougies.  The  patient  then  rises  and  passes 
out  his  irrigating  fluid. 

After  the  passage  of  bougies  and  KoUmann's  dilators, 
warn  the  patient — 

(1)  That  he  may  bleed  a  little  for  twenty-four  hours. 

(2)  That  he  may  have  urethral  discharge  for  twenty-four- 

hours, 
£ 
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(3)  That  it  will  hurt  him  to  pass  water  for  twenty-four 
hours, 
N.B. — Never  forget  that  the  object  of  dilatations  of  all 
kinds  is  not  to  tear  the  stricture  or  tear  the  urethra,  but 
to  tire  out  the  stricture  as  rubber  is  tired.  You  will  find 
that  absorption  of  the  stricture  goes  on  between  the  treat- 
ments by  phagocytosis  on  the  part  of  the  tissues.  If  you 
tear,  this  process  does  not  go  on,  but  the  stricture  becomes 
more  resistant.  Never  dilate  more  than  twice  a  week,  and 
usually  once  a  week  or  once  in  ten  days  is  sufficient. 

Summary. 

In  early  acute  anterior  cases  you  can  often  get  rid  of 
aU  discharge  in  a  week  or  less  by  resolute  irrigation  treatment. 
As  soon  as  this  is  accomplished,  you  must  proceed  at  once 
to  urethroscopy  to  exclude  infected  follicles,  the  cause  of 
relapse  after  early  irrigation  treatment.  If  infected  follicles 
are  present  cure  can  be  quickly  attained  if  you  are  able  to 
destroy  the  foUicles  with  the  operating  urethroscope. 

In  later  anterior  cases,  irrigation  may  have  to  be  continued 
for  a  fortnight  or  a  little  longer  before  you  can  get  rid  of  all 
discharge  and  proceed  to  urethroscopy. 

In  acute  posterior  cases,  you  should  still  institute  irrigation 
treatment  for  the  anterior  urethra  from  the  very  first  ;  but 
you  will  have  to  wait  for  the  acute  inflammation  in  the  sensitive 
posterior  urethra  to  die  doA\n  naturaUy  before  it  is  wise  to 
start  posterior  irrigation  treatment.  This  does  not  occur 
for  three  weeks  at  least  if  the  patient  goes  to  bed,  and  for 
five  to  eight  weeks  if  the  patient  remains  at  work. 

In  subacute  posterior  cases  you  should  irrigate  the  deep 
urethra  once  a  day  for  ten  days  or  so,  and  employ  prostatic 
massage. 

In  chronic  cases  daily  irrigations  can  soon  be  dispensed 
with,  and  treatment  is  only  needed  once  or  twice  a  week. 
The  stock  measures  are  :  Prostatic  massage,  Ultzmann's 
syringe  and  catheter,  the  passage  of  bougies  or  Kollmann's 
dilators  accompanied  by  irrigations. 

Fmally,  the  urethroscope  is  needed  throughout  the  chronic 
stage  to  control  your  treatment  and  results. 


LECTURE    V. 
THE  URETHROSCOPE. 

Though  a  fair  percentage  of  your  cases  can  be  cured  by 
irrigations  and  prostatic  massage  alone,  yet  a  certain  number 
A\-ill  be  fomid  Avhich  remain  micured  and  which,  if  left  alone, 
A\ill  relapse.  These  relapsmg  cases  need  for  their  cure  an 
intelligent  use  of  the  urethroscope.  Some  of  them  will  thus 
be  seen  to  have  soft  strictures,  and  these  wiU  need  for  their 
cure  dilatations  by  means  of  bougies  and  the  Kollmann's 
dilators.  Others  will  be  found  to  have  infected  glands  of 
Littre.  These  infected  glands  can  be  most  quickly  and 
easily  cured  by  their  destruction  through  the  operating 
urethroscope.  The  position  I  mamtain  with  regard  to  the 
urethroscope  is  this  :  You  can  cure  many  of  your  cases  AA'ithout 
the  urethroscope,  but  you  can  only  cure  all  your  cases  if  you 
are  expert  in  the  use  of  the  urethroscope.  But  quite  apart 
from  the  question  of  cure  is  the  immense  value  of  the 
urethroscope  m  framing  the  e^'e  m  the  chnical  pathology  of 
urethritis.  It  is  a  curious  fact  that  backward  though  the 
study  of  urethritis  has  been  in  England,  yet  the  English 
uretliroscopes  are  far  m  advance  of  any  I  have  seen  abroad. 
In  this  branch  of  the  subject  we  have  little  to  learn  from 
foreign  practitioners.  For  some  reason  or  other  foreign 
authorities  have  not  taken  kmdly  to  the  aero-uretlu'oscope. 
They  are  content  to  use  some  modification  of  Valentine's  or 
Luy's  urethroscope,  with  which  no  air  is  used  to  distend 
the  canal.  In  this  way  they  have  missed  many  refinements 
in  diagnosis  which  are  of  great  importance.  In  my  experience 
the  best  uretlu'oscope  is  that  mvented  by  mj  friend, 
Mr.  WjTadham  Powell,  after  years  of  patient  study,  and  I  cannot 
too  warmly  recommend  it  to  your  notice.  There  is  not  space 
in  these  Lectures  to  deal  with  other  mstruments,  and  m 
what  foUows  I  shall  assume  we  are  using  a  Wyndliam  PoweU 
instrument. 

I  shaU  not  discuss  the  posterior  urethroscope  m  these 
Lectures.  The  best  posterior  urethroscope  is  the  iri'igating 
E  2 
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urethroscope  of  Goldschmidt  and  Wossidlo.  Such  an  instru- 
ment should  be  in  the  hands  of  all  specialists,  but  its  chief 
value  is  to  teach  the  clinical  pathology  of  the  deep  urethra. 
It  is  seldom  required  in  routine  treatment,  as  the  large  majority' 
of  cases  of  posterior  urethritis  can  be  cured  without  its  use. 

The  great  advantage  of  an  aero-urethroscope  is  that  the 
air  drives  out  the  walls  of  the  canal  away  from  the  uretho- 
scopic  tube.  Air  distension  enables  you  to  observe  accurately 
as  to  whether  any  part  of  the  canal  is  dilating  properly  or  not. 
This  is  the  most  vital  fact  you  want  to  know.  In  the  second 
place,  it  helps  you  to  determine  whether  the  urethral  follicles 
are  infected  or  not  ;  and,  more  im|X)rtant  still,  it  helps  jou 
to  operate  on  and  destroy  the  infected  follicles  rapidly  and 
effectually.  Tlie  instrument  is  not  an  easy  one  to  master, 
and  I  shall  assume  that  you  are  willing  to  give  time  and 
patience  to  practise  its  usage.  It  will  take  you  at  least  six 
months  to  become  any  good  at  urethroscopy,  and  probably 
one  or  two  years  before  you  can  be  considered  fitted  to  give 
a  first-class  opinion  thereon.  Do  not  be  discouraged ; 
persevere  and  you  will  find  3'our  reward  in  the  added  interest 
you  A\qll  find  in  your  cases,  and  in  tlie  great  improvements 
in  your  results.  The  men  who  tell  you  that  you  do  not 
need  the  urethroscope  are  men  who  have  not  had  the  patience 
to  master  the  instrument.  It  is  the  same  type  of  man  who 
says  there  is  no  need  for  the  cystoscope  in  the  diagnosis  and 
treatment  of  diseases  of  the  bladder  and  kidney.  Pay  no 
heed  to  such  false  prophets.  It  stands  to  reason  that  if 
inspection  by  the  eye  is  possible  of  any  diseased  jwrtion 
of  the  body,  that  then  such  inspection  must  be  the  best  means 
for  exact  diagnosis  and  treatment  (67),  and  must  be  mastered 
by  the  modern  practitioner.  It  is  the  elaboration  of  such 
instruments  of  precision  that  has  made  necessary  the  develop- 
ment of  specialties.     Special  instruments  mean  special  doctors. 

How  to  use  the  Wyndham  Powell  Aero-Urethroscope. 

Let  the  patient  pass  water  and  then  recline  upon  the 
examining  couch.  Do  not  irrigate  the  urethra,  as  by  doing 
so  you  spoil  the  pathological  picture.  See  that  the  lamp 
is  acting  and  that  the  instrument  is  in  focus.  Attach  the 
rubber  bellows  to  the  air  tube — the  tap  being  turned  off — 
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and  blow  up  the  beUo\\'S  to  full  distension.  Place  the  instru- 
ment on  the  table  betA\een  the  patients  legs  and  get  him 
to  hold  the  air  bellows. 

Select  a  No.  22  Charriere  tube,  5  inches  long,  and  see 
that  the  obturator  is  A\'orking  smoothly.  Lubricate  the 
tube  and  pass  it  gently  into  the  urethra  up  to  the  hilt.  Slowly 
withdraw  the  obturator.  Attach  the  urethroscope  to  the 
tube  and  turn  on  the  air.  You  should  now  see  the  bulbous 
urethra  blown  out  by  the  air  with  the  external  sphincter 
lying  at  the  deepest  part.  Examine  this  portion  of  urethra 
closely,  and  then  gradually  withdraw  the  tube  noting  the 
condition  of  the  penile  urethra  and  the  fossa  navicularis. 
Pay  particular  attention  to  the  roof  of  the  canal.  Note 
particularly  the  dilatability  of  the  different  portions  of  the 
canal,  and  the  condition  of  the  follicles. 

Normal    Appearances. 

The  external  sphincter  or  compressor  urethise  is  seen  in 
action  at  the  extreme  back  of  the  bulb,  alternately  contracting 
and  relaxing  under  the  air  pressure,  and  drawing  up  the 
mucous  membrane  into  star-like  folds.  The  bulb  appears 
like  a  cavern  viewed  from  the  open  end  of  the  tube,  the  floor 
particularly  bulging  downwards  away  from  the  tube.  The 
floor  of  the  bulb  is  pale  pinkish  yeUow,  with  two  longitudinal 
leashes  of  blood  vessels  rimning  forward  out  of  the  deep 
urethra.  The  mouths  of  the  ducts  of  Cowper's  glands  can 
seldom  be  distinguished.  The  floor  of  the  bulb  bulges 
downwards,  so  that  this  portion  of  the  canal  is  ovoid  in 
section.  In  the  middle  of  the  bulb  the  canal  is  more  nearly 
circular  in  section,  but  still  very  dilatable.  The  rings  of  the 
involmitary  circulai  muscle  lying  just  mider  the  mucous 
membrane  are  readily  sesn  midei  moderate  air-distension. 
They  must  not  be  mistaken  for  strictures.  Pump  in  more 
air,  which  will  flatten  out  the  muscular  rings  so  that  they 
are  no  longer  seen.  The  wall  of  the  canal  then  appears 
perfectly  smooth,  glistening,  and  -pale  yeUowish  pink  in  coloui. 
The  mouths  of  a  few  follicles  may  be  seen  on  the  roof  of  the 
bulb,  but  often  theie  are  none  in  this  position. 

The  penile  uretlira  is  circular  in  section  and  appears  as 
a  cylindrical  tube  much  narrower  than  the  bulbous  urethra. 
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Rings  of  muscle  can  be  seen  under  low  distension.  Under 
high  distension  the  wall  is  smooth,  glistening,  and  a  pale 
y(^llo^\'ish  pink.  On  the  roof  a  large  number  of  mouths  of 
follicles  or  glands  of  Littre  can  be  seen.  They  are  usually 
arranged  in  a  smgle  row  longitudmally  disposed  one  above 
the  other.  In  some  persons  they  are  disposed  in  a  double 
row.  In  a  few  persons  they  can  be  seen  on  the  lateral  walls 
and  even  on  the  floor. 

The  fossa  navicularis  is  lined  by  smooth  pale  yellow  mucous 
membrane,  and  usually  only  presents  one  gland,  the  lacuna 
magna,  M'hich  can  be  seen  opening  on  the  roof  about  one 
inch  from  the  meatus.  Rarely  large  lateral  or  floor  pits 
are  seen.  Having  familiarised  yourselves  with  the  normal 
appearances  of  the  urethra,  you  should  then  proceed  to  learn 
the  appearances  of  disease. 

The  Urethroscopic  Appearances  of  Diseased  Urethral  States. 

As  a  general  rule  it  is  not  wise  to  use  the  urethroscope 
in  any  given  case  until  the  urine  is  clear.  That  is  to  say, 
in  early  acute  urethritis  you  wash  out  the  urethra  for  five 
to  ten  days,  until  all  discharge  is  gone  and  the  urine  passed 
is  clear.  In  sub-acute  posterior  urethritis  with  hazy  urine, 
3^ou  wash  out  the  deep  urethra  until  the  urine  is  clear,  and 
then  use  the  urethroscope.  In  chronic  cases  you  can  use 
the  urethroscope  at  any  time. 

A.  Early  Acute  Cases. 

We  Avill  suppose  that  the  patient  came  to  you  on  the  third 
day  of  a  urethritis,  that  you  irrigated  daily  for  seven  to  ten 
days,  and  that  all  discharge  has  ceased  and  the  urine  is  clear. 
You  want  to  know  if  the  case  is  cured.  In  such  a  case  do 
not  employ  too  great  air  distension  for  fear  of  driving  disease, 
if  still  present,  back  into  the  deep  urethra.  You  will  probably 
find  that  the  whole  canal  dilates  properly,  and  that  the 
mucous  membrane  is  pale  pink  and  glistening  with  mucous. 
In  such  a  case  you  have  otained  a  cure.  In  other  cases 
you  will  note  that  a  tiny  bead  of  yellow  pus  can  be  seen  in 
the  mouth  of  one  or  more  of  the  glands  of  Littre  and  that 
there  is  a  red  area  round  its  mouth,  and  that  the  body  of  the 
gland  is  bulging  into  the  lumen  of  the  canal.     This  is  the 
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appeiiraiice  of  an  infected  gland  of  Littre  (or  follicle),  and  if 
left  alone  the  gonococci  from  the  gland  remfect  the  urethra 
in  a  few  days  and  set  up  a  relapse  of  bright  yellow  discharge. 
Such  an  mfected  follicle  must  be  destroyed  (vide  infra). 

B.  Later   Sub-Acute   Cases. 

AVe  will  suppose  you  are  examining  a  case  that  has  had 
a  posterior  urethritis,  and  that  as  the  result  of  irrigations 
and  prostatic  massage,  at  the  end  of  six  to  eight  weeks  from 
tl:e  start,  you  have  rendered  the  urine  clear,  and  wish  to 
know  the  state  of  the  anterior  m-ethra.  Here  you  may  fuid 
that  the  whole  canal  dilates  well,  and  is  pale  pink,  smooth 
and  glistening  ;  or  you  may  find  a  number  of  infected  follicles 
as  before.  But  in  a  number  of  such  cases  you  will  note  that 
the  walls  of  the  bulbous  or  of  tiie  penile  urethra  do  not  dilate 
properly  even  under  strong  air  distension,  but  that  the  walls 
bulge  mto  the  lumen  of  the  canal  and  are  red,  swollen  and 
oedematous.  This  condition  is  what  I  call  a  "  soft  stricture  " 
or  a  '■  submucous  infiltration."  The  pathology  is  that 
gonococci  are  lymg  in  the  submucous  tissues  of  the  canal 
at  this  place  and  are  causing  hyperplasia  of  the  tissues,  the 
tissue  spaces  being  full  of  inflammatory  fluid  and  inflammatory 
cells  (pus  cells,  plasma  cells,  fibroblasts).  Such  a  condition, 
if  untreated,  will  keep  up  a  discharge  for  a  year  or  two,  and 
eventually  will  become  the  site  of  a  tough  fibrous  tunnel 
stricture.  If  treated  at  once  by  dilatation  with  Kolhnann's 
dilators,  not  only  is  the  urethritis  soon  cured  but  no  fibrous 
stricture  can  possibly  follow. 

C.  Early  Chronic  Cases. 

Suppose  that  you  are  examining  a  patient  who  has  had 
urethritis  for  some  six  months,  and  that  he  still  has  a  constant 
gleet,  with  a  tendency  to  relapse  of  bright  yellow  discharge. 
In  such  a  case  you  may  find  on  examining  the  urethra  that 
a  portion  of  the  canal  does  not  dilate  properly,  yet  its  walls 
are  quite  smooth  and  pale  pink  in  colour.  There  is  no  longer 
any  oedema  or  redness  of  the  wall,  yet  a  fibrous  edge  has 
not  yet  appeared.  This  is  the  intermediate  type  of  stricture, 
and  it  is  the  one  most  liable  to  be  missed  by  a  careless  observer. 
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It    needs    for    its    treatment    and     cure    dilatation    by    the 
KoHmann's  dilator. 

D.  Late  Chronic  Cases. 

Suppose  that  you  are  examining  a  patient  who  has  had  a 
gleet  for  two  or  three  years  and  who  passes  threads  in  a  clear 
urine.  In  such  a  case  you  are  likely  to  find  the  beginnings 
of  a  fibrous  stricture.  Fibrous  or  hard  strictures  can  be 
followed  by  the  urethroscope  in  their  varying  stages  from 
their  birth  to  their  death  at  the  hands  of  a  KoUmann's  dilator. 
You  can  learn  more  about  strictures  with  the  urethroscope 
than  by  any  other  method.  I  teach  that  there  is  only  one 
proper  way  by  which  to  diagnose  stricture  and  that  is  by 
the  aero-urethroscope.  The  old  methods  of  diagnosing  a 
stricture  by  means  of  a  bougie  should  be  relegated  to  the 
scrap  heap.  Why  trust  to  the  sense  of  touch  when  it  is 
possible  to  employ  the  sense  of  sight,  especially  as  it  is  so 
easy  to  mistake  spasm  for  stricture  when  using  a  bougie  ? 
Just  as  the  cystoscope  has  relegated  the  sound  to  the  scrap 
heap  in  the  diagnosis  of  stone  in  the  bladder,  so  the  urethro- 
scope should  entirely  supersede  the  use  of  the  bougie  in  the 
diagnosis  of  stricture.  The  urethroscopic  picture  of  a  stricture 
as  presented  by  the  aero-urethroscope  is  unmistakable,  and 
the  veriest  tyro  cannot  fail  to  detect  it.  Yet  in  most  of  our 
hospitals  the  diagnosis  of  stricture  is  stiU  made  by  the  bougie, 
and  there  can  be  no  doubt  that  the  operation  of  internal 
urethrotomy  is  performed  yearly  on  dozens  of  cases  in  these 
hos})itals  in  which  no  stricture  is  present  at  aU,  but  merely 
spasm.  Another  advantage  gained  in  the  diagnosis  of  stricture 
by  using  the  urethroscope  is  that  you  can  at  once  get  a  fair 
idea  as  to  the  calibre  of  the  stricture  and  as  to  what  size  of 
instrument  it  is  likely  to  take  when  you  start  dilatation 
treatment. 

Types  of  Fibrous  Strictures. 
The  simplest  type  of  stricture  is  seen  as  a  small  crescent 
of  fibrous  tissue  forming  an  arc  about  a  quarter  the  circum- 
ference of  the  canal,  and  iii  the  centre  of  which  can  be  seen 
the  open  mouth  of  a  follicle.  Undoubted!}-  this  arises  from 
long-standing  inflammation  of  a  gland  of  Littre, 
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The  next  type  is  seen  as  a  white  fibrous  crescent  taking  in 
about  two-thirds  of  the  circumference  of  the  canal.  Tliis  is 
the  so-called  bridle  stricture  and  it  arises  from  a  small 
submucous  infiltration  which  involved  originally  only  a  part 
of  the  circumferences  of  the  canal. 

The  third  type  of  stricture  is  seen  as  a  complete  circle  of 
white  fibrous  tissue,  with  a  large  lumen,  represented  in 
longitudinal  section  as  a  complete  fibrous  diaphragm  with 
a  large  central  aperture.  This  is  the  commonest  type  of 
stricture,  and  it  progresses  until  only  a  narrow  pinpoint 
opening  can  be  seen. 

The  fourth  type  of  stricture  arises  from  an  extensive 
submucous  infiltration  which  originally  involved  an  inch 
or  more  of  the  length  of  the  urethral  cylinder.  The  face  of 
a  dense  mass  of  white  fibrous  tissue  can  be  seen  with  a  pin- 
point opening  near  the  centre  and  in  addition  there  can  be 
felt  a  thickened  cylinder  of  fibrous  tissue  along  the  length 
of  the  corpus  spongiosum.  This  type,  therefore,  can  not 
only  be  seen  but  can  be  palpated  from  the  outside.  I  have 
named  it  the  "  tunnel  ""  type  of  stricture.  It  is  far  more 
rebellious  than  any  other  kind  and  usually  needs  urethrotomy 
before  it  will  yield  to  dilatation. 

Rare  Urethroscopic  Appearances. 
In  a  few  cases,  but  only  in  a  few,  you  wiU  find  other  lesions. 
1.   Warts. 


yy  arts. 

These   appear  exactly  like  little   septic   warts   Avhich   are 
so   commonly  seen  under  a  septic  foreskin.     They  must   be 
curetted    away    through    the    operating    urethroscope, 
their  bases  touched  with  silver  nitrate  fused  on  to  a  probe 
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2.  Pouches  (69). 

Congenital  pouches  are  occasionally  seen  on  the  floor  of 
the  bulb.  I  have  several  instances  in  my  records.  I  believe 
they  arise  from  maldevelopment  of  the  ducts  or  glands  of 
Cowper.  They  are  of  little  pathological  interest  in  keeping 
up  a  urethritis,  but  they  may  give  rise  to  difficulty  in  the 
passing  of  an  instrument,  unless  their  presence  has  previously 
been  determined  by  the  use  of  the  urethroscope. 
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3.  Leukoplakia  (68). 

I  have  seen  typical  Iciikoplakic  \\hite  jjatches  of  thickened 
e])itlieliuin  in  chronic  cases  A\liich  have  received  prolonged 
treatment  A\'ith  strong  caustics.  The  urhie  is  usually  loaded 
with  threads  like  the  wings  of  aeroplanes.  The  condition 
needs  no  treatment,  and  should  not  be  irritated  by  further 
strong  applications.  In  very  rare  cases  I  have  seen  it  end 
in  primary  carcinoma  of  the  urethra,  one  of  the  rarest  of 
diseases. 

4.  l7iflammatory  polypi. 

These  are  very  seldom  seen  in  the  anterior  urethra,  though 
they  are  not  so  uncommon  in  the  deep  urethra.  They  should 
be  curetted  and  their  bases  cauterised  A\'ith  pure  silver  nitrate 
fused  on  a  probe. 

5.  Multiple  Millet  Seed  Bodies  (70). 

In  a  few  cases  that  have  received  prolonged  treatment 
an  appearance  is  seen  as  if  the  whole  canal  were  dotted  over 
Mith  tiny  grey  bodies,  the  size  of  a  miUet  seed.  These  are, 
I  believe,  ne-\v  groAvths  of  lymphoid  tissue  beneath  the  mucous 
membrane.  The  best  treatment  I  have  found  in  such  cases 
is  to  use  KoUmanns  dilators  for  a  time,  then  to  paint  the 
canal  several  times  Avith  strong  silver  nitrate  (tAventy  grains 
to  the  ounce  of  distilled  Avater),  and  then  to  leave  alone  for 
some  time,  when  the  bodies  Avill  disappear. 

6.  Angeiomata. 

These  are  very  rarely  met  Avith  in  the  male  urethra,  but 
may  prove  very  troublesome.  I  had  one  patient  A\ho  developed 
urethritis,  and  one  day  he  suddenly  noticed  that  his  boots 
AAere  soaking  Avet.  On  examining  his  clothes  he  found  his 
pants  and  socks  soaked  Avith  blood,  \\'liich  Avas  issuing  from 
the  urethra.  Examination  revealed  an  angeioma  on  the  floor 
of  the  penile  urethra,  AA'ith  a  tiny  septic  ulcer  at  one  portion 
from  AAhich  the  blood  Avas  issuing.  Under  an  anaesthetic 
I  Avas  successful  in  applying  an  electric  cautery  to  the 
angeioma,  AAhich  I  destroyed  comjjletely,  and  shortly  after 
I  Avas  able  to  send  the  patient  aAvay  completely  cured  of  his 
urethritis  and  his  angeioma.  This  is  the  only  occasion  on 
Avhicli  I  have  seen  an  actual  ulcer  caused  by  gonorrhoea. 
In   the  vast  majority  of    cases  of    urethritis   ulceration   of  the 
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urethra  never  occurs,  and  you  will  not  be  likely  ever  to  see 
an  ulcer  from  this  cause.  Yet  the  text  books  and  some 
books  A\ritten  by  specialists  are  continually  talking  of 
ulcerated  patches  in  the  urethra  as  if  they  were  of  common 
occurrence.  If  you  use  gentleness  in  passing  your  urethro- 
scopic  tube  I  Mill  vouch  for  it  that  you  will  not  see  a  true 
ulcer  in  one  case  in  a  thousand. 

The  same  holds  true  of  "  Patches."  I  always  know  that 
a  man  has  not  really  studied  his  urethroscope  when  he  tells 
me  he  has  seen  a  patch  which  he  has  painted.  I  do  not 
recognise  such  a  thing  as  a  "  patch  "  or  a  "  granular  patch  " 
in  the  urethra.  I  can  see  a  sub-mucous  infiltration,  or  a 
soft  stricture,  and  perhaps  this  is  what  is  meant  when  people 
describe  having  seen  a  patch.  But  if  this  is  A\'hat  is  meant 
by  a  patch  then  I  can  only  say  that  the  worst  possible  treat- 
ment for  it  is  to  paint  it  with  strong  chemicals.  These  only 
irritate  it  and  make  it  worse.  Treat  such  areas  by  means 
of  dilatation,  not  by  means  of  paints.  I  always  distrust  the 
"  patch  painter."  There  are  many  about.  For  instance,  a 
student  came  under  my  care  who  for  six  months  had  attended 
a  certain  gentleman  twice  a  week  and  had  had  a  patch  painted 
through  the  urethroscope  without  any  relief.  When  I  came 
to  examine  the  urethra  I  found  that  it  was  not  at  fault  but 
that  the  man  had  a  chronic  infection  of  his  prostate.  The 
prostate  had  never  been  examined  by  the  patch  painter. 
Tm'o  months'  massage  of  the  prostate  twice  a  week  completely 
cured  the  patient  without  any  more  urethroscopic  treatment. 

Short   Description   of   the   Wyndham   Powell   Urethroscope. 

A  source  of  illumination  suitable  for  small  electric  lamps 
is  required,  such  as  an  accumulator  or  a  rheostat  working 
off  a  transformer.  Do  not  use  the  direct  current  from  the 
main  as  it  is  dangerous.  The  instrument  contains  an  electric 
lamp  attached  to  a  short  vulcanite  handle.  In  front  of  this 
is  placed  an  adjustable  focussing  lens,  and  on  top  of  this 
comes  down  a  folding  hood  which  holds  an  adjustable  pierced 
mirror  resembling  the  mirror  of  the  ophthalmoscope.  The 
mirror  can  be  adjusted  by  a  screw  so  as  to  direct  the  focussed 
light  straight  down  the  centre  of  the  urethroscopic  tube, 
The  eye  looks  through  the  aperture  of  the  mirror,  and  is  aided 
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by  a  little  telescope  Avhicli  is  inserted  at  the  top  of  the  hood. 
Attached  by  an  adjustable  metal  arm  to  the  bottom  of  the 
lamp  holder  is  a  cone  of  metal  the  top  end  of  which  is  closed 
iia  by  a  glass  A\indow  and  the  bottom  end  of  ^hich  is  moulded 
to  fit  the  urethroscopic  tubes.  Into  the  side  of  the  cone 
runs  a  small  tube  to  which  can  be  attached  the  rubber  ball 
which  acts  as  an  air  bellows.     Another  cone  is  supplied  into 
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VVyndham  Powell  Aero-Operating  Urethroscope. 

which  can  be  screwed  the  various  instruments  required  for 
operations,  such  as  a  probe,  a  curette  and  a  Imife. 

When  the  instrument  is  used  for  inspection  the  cone  is 
attached  direct  to  the  urethroscopic  tube.  When  the  instru- 
ment is  used  for  operating,  a  rubber  chamber  rigid  or 
collapsible  at  wiU,  by  means  of  tAvo  screws,  is  attached  by 
one  end  to  the  cone  and  by  the  other  end  to  the  urethroscope 
tube.  By  this  ingenious  device  it  is  possible,  when  the 
instrument  is  in  place,  to  collapse  the  rubber  chamber  and 
to  bring  the  probe  out  of  the  urethroscope  tube  into  the 
urethra  and  to  direct  it  into  the  mouths  and  bodies  of  the 
infected  follicles.     Before  use,  the  probe  is  heated  and  run 
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through  a  solid  stick  of  silver  nitrate.  In  this  way  the  probe 
can  be  run  into  an  infected  gland  and  be  made  to  destroy 
it  completely.  This  can  best  be  understood  by  referring 
to  the  diagrams. 

The  practitioner  should  practise  the  use  of  the  probe  on 
the  palm  of  his  own  hand  until  he  thoroughly  understands 
the  mechanism  of  the  performance.  Some  months'  practice 
is  needed  to  attain  a  mastery  in  the  use  of  the  silvered  probe, 
but  I  believe  there  is  no  simpler  or  more  satisfactory  method 
of  destroying  infected  follicles.  I  could  publish  dozens  of 
cases  cured  by  this  means  when  all  else  has  failed,  and  I  give 
some  illustrative  cases  in  the  Appendix. 

The  curette  and  the  knife  are  seldom  required.  The 
curette  is  used  for  warts  and  the  knife  for  opening  small 
urethral  abscesses. 

As  regards  choice  of  urethroscopic  tubes,  I  advise  as 
follows  :  A  No.  24  and  26  Charriere  3-inch  tube,  a  No.  24 
and  26  Charriere  4-inch  tube,  and  a  No.  18,  22  and  24  5-inch 
tube.  These  will  be  found  sufficient  for  most  eventualities. 
Operations  are  performed  with  the  3-inch  and  4-inch  tubes, 
so  that  two  sets  of  instruments  arc  required  of  a  length  suitable 
to  these  tubes. 

Summary. 

Summing  up,  I  strongly  urge  you  to  lose  no  time  in  acquiring 
a  good  urethroscope,  and  in  using  it  constantly.  Only  b}^ 
constant  use  can  you  train  your  hand  and  eye,  and  obtain 
first-class  results. 

Finally,  if  you  have  folloM  ed  me  thus  far,  you  wiU  see  that 
chronic  inflammation  of  the  urethra  can  be  conveniently 
classified  hito  three  groups — svperficial,  glandular  and  inter- 
stitial— according  to  the  position  of  the  persisting  focus  of 
infection. 
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LECTURE    ON    THE    CLINICAL    PATHOLOGY 

OF   URETHRITIS 

BY 

Dr.  p.  N.  Panton, 
Clinical  Pathologist  to  the  London  Hospital. 


LECTURE    VI. 

Notes    of   a   Lectuee    on   the    CLiNicAii    Pathology   of 

Urethritis 

BY 

Dr.  p.  N.  Panton, 
Clinical  Pathologist  to  the  London  Hospital. 

It  is  advisable  that  every  case  of  suspected  gonorrhoea 
should  be  subjected  to  a  bacteriological  examination  because 

1.  All  cases  of  urethritis  are  not  due  to  the  gonococcus. 

2.  Cases  of  different  etiology  differ  both  as  to  treatment 

and  prognosis. 

3.  Every  venereal  case  is  a  possible  medico-legal  case. 
To  take  each  of  these  three  points  separately  : 

1.  The  great  majority  of  acute  infections  of  the  urethra 
are  set  up  by  the  gonococcus. 

In  a  very  small  percentage  of  cases,  an  urethritis  following 
intercourse,  illicit  or  otherwise,  and  clinically  indistinguishable 
from  gonorrhoea,  may  be  due  to  some  other  organism,  such 
as  a  streptococcus  or  the  influenza  bacillus. 

In  a  slightly  larger  group  of  cases  an  ascending  infection 
of  the  urinary  tract  follows  sexual  intercourse,  and  while 
still  confined  to  the  urethra  may  be  mistaken  for  gonorrhoea. 
Such  infection  is  due  to  a  transference  of  Coliform  organisms 
from  the  female  to  the  male,  and  it  is  surprising  that  the 
condition  is  not  more  common.  The  infection  may  occur 
equally  in  married  couples,  and  it  is  important  that  the 
diagnosis  should  be  accurate.  A  simple  microscopic  examina- 
tion of  the  urethral  pus  wiU  settle  the  diagnosis  at  once  : 
coliform  bacilli  are  present  in  large  numbers  in  the  films, 
gonococci  are  absent. 

A  somewhat  larger  group  of  cases  are  not,  strictly 
speaking,  urethritis  at  aU ;  or  rather  the  urethritis  is  an 
episode  in  the  disease  as,  for  example,  a  prostatic  abscess 
bursting  into  the  urethra  may  give  rise  to  the  diagnosis  of  a 
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gonorrhceal  discharge.  And  it  is  not  at  all  uncommon  to 
meet  with  cases  previously  infected  by  the  gonococcus  who 
subsequently  develop  a  cystitis  or  prostatitis  due  to  staphy- 
lococci or  coliform  baciUi,  and  are  erroneously  supposed  to 
have  been  re-infected  by  the  gonococcus. 

2.  The  difference  both  in  treatment  and  prognosis  between 
gonorrhceal  and  non-gonorrhoeal  cases  is  dealt  with  elsewhere  ; 
it  is  only  necessary  to  insist  here  that  in  order  to  establish  a 
diagnosis  the  gonococcus  must  be  detected  under  the 
microscope  or  proved  to  be  absent. 

3.  The  doctor  must  always  bear  in  mind  that  every 
venereal  case  he  sees  is  a  potential  medico-legal  case.  At  the 
time  of  examination  there  may  be  no  question  of  any  legal 
action,  and  many  months  later  the  doctor  may  be  called 
upon  to  give  evidence.  Evidence  luiaccompanied  by  a 
bacteriological  report  is  of  little  value. 

The  microscopical  characters  of  a  gonorrhceal  discharge  in 
the  male  aie  veiy  distmctive.  In  the  female  the  microscopic 
diagnosis  of  gonorrhoea  is  more  difficult  owing  to  the  large 
numbers  of  other  organisms  present  normally  in  the  female 
genitalia.  In  films  taken  from  the  interior  of  the  normal 
male  urethra  a  few  squamous  epithelial  cells  are  seen  and 
often  no  bacteria  at  all.  The  folloA\'ing  are  to  be  found  in 
films  taken  from  the  gonorrhceal  discharge  : — 

1.  The  cells   consist   almost   entirely   of   pus   ceUs,    that 

is  to  say,  of  polynuclear  neutrophil  cells  with  lobed 
nuclei.  A  few  large  hyaline  cells  are  also  present 
and,  in  addition,  a  certam  number  of  eosinophils, 
but  these  latter  will  only  be  apparent  in  films  treated 
by  one  of  the  blood  stains,  such  as  Jenner  or 
Leishman.  Epithelial  cells  are  rare,  except  in 
very  chronic  cases. 

2.  The    gonococci    are    paired,    the    opposed    surfaces    of 

each  pair  being  flattened,  and  they  are  intra-ceUular. 
A  few  single  cocci  and  some  quite  large  clumps 
outside  the  cells  are  not  particularly  uncommon. 
The  cocci  are  "  Gram-negative  "  and  stain  with  the 
ordmary  dyes. 
Such  are  the  standard  characteristics  of  a  gonorrhceal 
film    preparation ;    the    microscopic    diagnosis    is,    however, 
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f, 
greatly  assisted  by  the  recognition  of  what  might  be  called 

■'  tlie.  gonorrhoea  cell." 

In  a  characteristic  field  of  the  pus  are  found  large  numbers 
of  phagocytes  free  from  cocci,  and  only  one  or  two  phagocytic 
cells.  Those  cells  which  do  contain  cocci  have  twenty  or 
more  ;  a  single  pair  of  cocci  within  a  cell  is  rare.  The 
phagocytic  cell  is  swollen,  its  nucleus  is  much  paler  than  that 
of  its  neighbours.  The  cocci  are  arranged  in  pairs  evenly 
distributed  throughout  the  cytoplasm,  not  bunched  togethei 
into  one  area  of  the  cell.  It  is  a  cell,  which  is  distended  and 
dying  as  the  result  of  the  multiplication  of  the  gonococci 
within  its  substance.  It  is  almost  as  characteristic  of 
gonorrhoea  as  is  the  lepra  cell  of  leprosy  or  the  giant  cell  of 
tuberculosis.  Until  it  has  been  identified  the  microscopic 
diagnosis  is  in  doubt. 

The  appearance  of  the  gonococcus  itself,  owing  to  the 
shape  of  the  organism  becomes  characteristic  to  the  observer 
as  the  result  of  experience.  This  experience  is  more  rapidly 
acquired  if  film  preparations  are  always  made  in  the  same 
manner  and  stained  by  the  same  dye. 

The  failure  of  the  gonococcus  to  stain  by  Gram's  Method 
is  a  help,  but  it  must  be  recognised  that  gonococci  are  not 
so  readily  decolourised  as  some  other  "  Gram-negative  " 
organisms,  such  as  the  Colon  baciUus,  and  that  it  is  possible 
to  decolourise  organisms  which  should  be  "  Gram-positive  '" 
by  faulty  technique.  If  typical  gonorrhoea  cells  are  present 
in  a  suspected  case  of  urethritis  in  the  male  it  is  not  necessary 
to  stain  by  Gram's  Method. 

Of  organisms  which  may  be  mistaken  for  gonococci  the 
most  important  are  staphylococci.  These  organisms  tend 
to  occur  in  pairs  and  clumps,  many  of  them  being  found 
within  the  cells.  Many  cells  in  a  microscopic  field  of  pus 
are  usually  phagocytic  and  many  are  found  to  contain  only 
two,  three  or  four  cocci.  When  a  cell  is  found  to  contain 
numerous  cocci  the  organisms  are  usually  clumped  together 
in  an  irregular  manner  in  one  area  of  the  cell,  not  sprinkled 
in  pairs  over  the  whole  cell. 

It  is  an  extremely  common  error  to  suppose  that  gonococci 
can  be  recognised  by  fbiding  a  diplococcus  in  a  film.     Every 
variety  of  coccus  may  appear  in  pairs.     It  is  necessary  to 
f2 
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examine  a  good  preparation  of  the  pus  with  attention  to  the 
details  described  above  and  to  avoid  the  recognition  of  the 
gonococcus  until  a  typical  arrangement  of  the  cocci  within 
the  cell  has  been  found. 

Methods  of  Examination. 

A  simple  microscojiic  examination  of  the  discharge  should 
be  made  in  all  cases  of  urethritis.  The  time  required  for 
such  an  examination  is  short,  the  necessary  materials  are 
few,  and  with  a  little  practice  a  reasonably  accurate  diagnosis 
can  be  made  from  a  simple  smear  preparation  in  the  great 
majority  of  cases. 

The  materials  required  are  as  follows  : — 

A  mounted  platinum  wire  with  a  loop  at  the  distal  end. 

Glass  slides. 

A  spirit  lamjj. 

A  simple  stain  such  as  Methylene  blue  or  Carbol-thionir. 

A  microscope  provided  Avith  l/12th  inch  oil  immersion 
lens. 
To  examine  the  discharge  proceed  as  follows  :  Sterilise 
the  platinum  in  the  flame  and  wait  till  it  is  cool.  Pick  up  a 
small  bead  of  pus  in  the  loop.  Spread  the  pus  with  a  circular 
movement  on  the  centre  of  the  slide  and  aim  at  spreading 
out  widely  the  circular  area  occupied  by  the  him  into  as  thin 
and  even  a  surface  as  possible.  Re-sterilise  the  platinum 
loop.  Allow  the  film  to  dry.  Cover  the  whole  suiface  of 
the  slide  with  Carbol-thionin  ;  after  two  minutes  wash  in 
tap  water  and  blot  dry.  When  quite  dry,  place  a  drop  of 
cedar  wood  oil  directly  upon  the  stained  film  without  mounting, 
and  examine  with  a  l/12th  inch  objective. 

In  examining  the  fihn  the  points  to  be  noted  are  :  The 
nature  of  the  cells  present,  whether  mono-nuclear  or  with 
divided  nuclei ;  the  nature  of  the  bacteria,  whether  bacilli 
or  cocci,  whether  in  pairs,  chains,  or  clumps,  and  the  relation 
betAveen  the  cells  and  the  bacteria.  If  the  film  of  pus  has  not 
been  evenly  spread,  these  points  wiU  be  difficult  to  make 
out  ;  but  in  nearly  aU  films,  cells  and  cocci  are  less  shrunken 
and  distorted  at  the  extreme  periphery  of  the  smear. 

The  recognition  of  the  gonococcus  in  a  film  made  from  a 
case  of  acute  vu'ethritis  in  the  male  is  usually  a  simple  matter. 
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The  cells  present  are  almost  entirely  polynuclear  leucocytes 
or  pus  cells.  The  cocci  are  arranged  in  pairs.  The  cocci 
of  each  pair  have  their  opposed  surfaces  flattened.  Some 
cocci  are  seen  outside  the  ceUs,  but  the  considerable  majority 
are  within  the  cells. 

The  characteristic  feature  of  a  gonorrhoeal  fihn  is  the 
large  number  of  pus  cells  empty  of  bacteria,  the  comparative 
rarity  of  bacteria  between  the  ceUs  and  the  presence  of 
scattered  phagocytic  cells  crowded  Avith  diplococci.  It  must 
again  be  insisted  upon  that  a  coccus  lying  outside  a  cell  or  a 
diplococcus  within  a  cell  may  be  any  foim  of  coccus  known  to 
man.  The  gonococcus  cannot  thus  be  identified  except  in  a 
good  preparation  and  then  only  after  finding  a  t^^ical  phago- 
cyte evenly  dotted  with  diplococci. 

The  organism  most  readily  mistaken  for  a  gonococcus  is 
one  of  the  staphylococci.  Generally  speaking,  staphylococci 
are  found  both  inside  and  outside  the  phagocytes.  CeUs 
containing  cocci  are  fairly  numerous  and  many  are  found 
with  only  two  or  three  within  them.  In  cells  containing 
many  cocci  the  organisms  are  most  commonly  grouped  together 
in  a  clump  which  occupies  a  part  of  the  cell  only. 

The  common  pyogenic  staphylococci  are  "  Gram-positive." 
The  gonococcus  is  "  Gram-negative."  In  cases  of  doubt. 
Gram's  Method  of  staining  should  be  adopted.  To  stain  by 
Gram's  Method  :  Make  a  film  as  described  above.  Take  3  cc. 
of  anihne  oil  and  17  cc.  of  distilled  water.  Shake  vigorously 
for  five  minutes,  and  filter.  To  7  cc.  of  the  clear  filtrate 
add  3  cc.  of  a  saturated  solution  of  gentian  violet  in  absolute 
alcohol.  Mix.  Filter  the  aniline  gentian  violet  on  to  the 
film.  Stain  for  five  minutes.  Pour  off  the  stain  and  replace 
by  Gram's  Iodine.  Leave  for  thirty  seconds.  Wash  in 
methjdated  spirit  until  no  more  blue  runs  out  of  the  film. 
Blot  dry.  Counterstain  for  two  mmutes  with  carbol-fuchsm 
diluted  to  the  colour  of  red  ink.  Wash  in  tap  water  and 
blot  dry.     Gonococci  are  stained  red. 

The  cultural  methods  employed  for  the  gonococcus  are 
beyond  the  scope  of  this  lecture.  The  organism  will  not 
grow  upon  the  ordinary'  media,  such  as  broth  and  agar,  so 
that  special  media  contaming  some  body  fluid  such  as  blood 
serum  or  hydrocele  fluid  are  essential. 
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Organisms  other  than  the  gonococcus  which  may  commonly 
be  met  with  in  a  urethral  discharge  are  :  Staphylococci — 
aheady  described.  Streptococci — recognised  by  their  chain 
arrangement,  and  coliform  bacilli.  Any  of  these  organisms 
may  produce  a  urethritis. 

Organisms  which  nny  be  met  with  in  the  normal  anterior 
urethra  include  the  staphylococcus  albus,  streptococci,  and 
diphtheroid  bacilli.  These  organisms  are  not  as  a  rule  present 
in  sufficient  numbers  to  appear  in  film  preparations,  but 
are  very  commonly  grown  in  cultures. 

The  microscopic  examination  of  prostatic  fluid  is  conducted 
in  a  precisely  simiLar  ^ay.  The  prostatic  fluid  should  be 
spread  out  into  a  moderately  thin  film,  and  the  nature  of  the 
cells  present  carefully  noted.  The  cells  of  the  normal  fluid 
are  few  and  almost  entirely  mono-nuclear.  The  appearance 
of  polynuclear  cells  in  any  numbers  is  certain  evidence  of 
inflammation.  The  nature  of  the  inflammation  is  determined 
by  the  identification  of  the  organisms  present,  a,nd  in  these 
preparations  it  is  particular!}'  essential  to  distinguish  between 
gonococci  and  staphylococci.  The  latter  are  frequently 
associated  with  a  chronic  posterior  urethritis,  but  are  of 
extremely  little  significance  in  comparison  to  the  gonococcus. 

The  urine  in  cases  of  acute  urethritis  is  obviously  a  less 
reliable  source  for  the  identification  of  the  gonococcus  than 
the  urethral  discharge  itself,  but  in  chronic  cases  the  appearance 
of  the  prostatic  threads  is  very  characteristic.  These  threads 
can  be  fished  out  of  the  urine  by  means  of  the  platinum  wire, 
spread  out  in  a  smear  on  a  slide,  and  stauied  as  described 
above.  Gonococci  may  frequently  be  identified,  with  ease, 
lying  in  the  pus  cells  entangled  in  the  thread. 
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CLINICAL    CASES    WHICH    ILLUSTRATE    SPECIAL    P0II!^TS 
IVIENTIONED    IN    THE    LECTTJRES. 

1.  IVIENSTRUAL    URETHRITIS. 

All  Army  doctor  went  with  a  woman  who  came  on  to  menstruate  at 
the  end  of  the  sexual  act.  Ten  days  later  he  developed  a  slight  greyish 
urethral  discharge,  which  contained  pus  cells  and  a  tiny  extra  cellular 
diplococcus.  At  the  end  of  one  week's  irrigation  treatment  I  fovuid  one 
large  infected  follicle.     This  I  destroyed,  and  a  week  later  he  was  cvu-ed. 

2.  MENSTRUAL    URETHRITIS. 

An  officer  went  with  a  woman  who  had  not  finished  menstrviating.  Ten 
days  later  he  developed  a  thin  greyish  urethral  discharge,  -which  contained 
pus  cells  and  a  tiny  extra  cellular  diplococcus.  He  was  cured  by  one  week's 
irrigation  treatment. 

3.  MENSTRUAL    URETHRITIS. 

A  Dutchman  went  with  a  woman,  who  came  on  unwell  at  the  end  of 
the  act.  Three  days  later  he  developed  a  grejash  xirethral  discharge  which 
contained  pus  cells  and  a  staphylococcus.  One  week's  daily  irrigation 
treatment  with  Potassium  Permanganate  failed  to  cure.  One  week's  daily 
irrigation  with  1/2000  Oxycjanide  of  Mercm-y  ciu-ed  the  trouble  completely. 

4.  RECTAL    COITUS. 

A  gentleman  with  bacteriological  ideas  fovuid  liimself  involved  with  an 
actress,  but  having  no  condom  and  thinking  to  prevent  himself  contracting 
venereal  disease,  he  perpetrated  rectal  coitus.  Foiu:  days  later  he  developed 
virethral  discharge  which,  in  another  two  days,  rapidly  spread  up  to  the  right 
kidney,  so  that  he  became  very  ill,  with  high  fever,  enlarged  tender  right 
kidney,  and  great  pain  and  increased  freqviency  of  micti.irition.  He  told 
me  nothing  as  to  the  origin  of  his  complaint  and  I  put  him  to  bed  and  sent 
his  urine  to  a  bacteriologist  for  examination.  The  bacteriologist  cultivated 
in  pure  growth  an  organism  of  the  protevxs  group,  which  he  informed  me  he 
considered  peculiar  to  the  rectum,  and  which  he  had  not  previously  met  with 
in  the  urine.  The  patient's  blood  agglutinated  this  organism  in  dilutions 
of  1/100. 

I  challenged  the  patient  with  this  statement,  whereupon  he  confessed 
what  he  had  done  and  the  diagnosis  became  clear. 

The  patient  was  kept  in  bed  for  three  weeks,  on  alkalies  for  the  first  three 
days  until  the  temperature  became  normal,  and  then  on  Hexamine.  No 
local  treatment  was  employed.  In  three  weeks  all  the  pus  disappeared 
from  the  lu-ine,  and  the  patient  was  sent  to  the  seaside.  Five  weeks  later 
he  retvu-ned  and  a  complete  examination  showed  that  he  was  absolutely 
cured.  He  has  had  no  return  of  his  trouble  since.  ^Two  years  and  a  half 
since  his  illness.) 

5.  RECTAL    COITUS. 

A  Jewess,  aged  thirteen,  took  up  to  her  bedroom,  from  the  street,  a  boy 
aged  twelve.  She  instructed  him  to  enter  behind  as  she  did  not  wish  to 
run  the  risk  of  having  a  child. 

The  boy  developed  gonococcal  tuethritis  three  days  later  and  came  up 
to  the  Hospital. 
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6.  TOWEL    INFECTION. 
A  Rugby  football  international  developed  urethritis.     He  told  his  father 
at  once,  and  had  no  o})ject  in  concealment.     He  had  never  been  with  a  woman, 
and  had  undoubtedly   contracted  the   disease   by  using  an  infected  towel 
after  a  football  match. 

7.  BATHING    DRAWERS    INFECTION. 

A  poet  was  strolling  down  a  London  Street  one  hot  summer  atternoon. 
As  he  passed  a  swimming  bath,  being  of  an  impulsive  nature,  he  rushed 
in,  undressed,  and  clad  himself  in  a  w  et  pair  of  bathing  drawers  lying  in  a 
box.  In  these  he  swam  for  half  an  hour  until  he  felt  cool  again.  Three  days 
later  he  developed  urethritis. 

8.  INFECTION    FROM    WATER-CLOSETS. 

A  Quaker,  who  had  never  so  much  as  looked  at  a  woman,  developed 
urethritis.  He  lived  in  a  I  oarding-house,  in  which  lived  also  an  Indian 
Student  with  acute  inethritis.  There  seemed  no  reasonable  doubt  that  in- 
fection had  occurred  from  the  water-closet. 

9.  INFECTION    FROM    WATER-CLOSETS. 

A  clergyman  who  had  been  married  eight  years,  and  held'a  post  of  great 
dignity  in  the  C  hurch,  ii\  ed  next  door  to  his  doctor  w  ho  knew  all  his  comings 
and  goings  and  could  vouch  for  him.  In  ^lay,  he  came  back  from  the  May 
Meetings  by  train,  and  had  to  use  a  station  lavatory  in  a  great  Inirry.  He 
noticed  that  the  seat  was  unclean  and  remembered  catching  his  penis  on 
the  seat.  Some  days  later  he  developed  urethritis  and  eventually  had 
epididymitis. 

He  came  under  my  care  in  the  following  November  with  vesiculitis,  the 
urethra  itself  being  healthy. 

The  vesicle  drained  well  on  massage  treatment,  and  four  treatments 
were  enough  to  bring  about  a  complete  cure. 

10.  INFECTION    FROM    WATER  CLOSETS. 

An  artillerjTnan,  aged  nineteen,  had  never  leen  wilh  a  vcman,  and  had 
been  to  camp  under  difficult  conditions  as  to  latrines.  He  developed 
urethritis,  and  at  once  told  his  father,  who  brought  him  to  me.  There 
seemed  no  reasonable  doubt  as  to  his  statements. 

11.  CAMP    INFECTION. 

An  AiTny  major,  a  wealthy  married  man,  retired  from  the  Army,  rejoined 
and  took  part  in  the  I  attle  of  the  Somme.  Here,  for  one  week,  he  lived 
in  a  trench  which  contained  one  field  water-closet  for  the  whole  Company, 
He  developed  urethritis  and  epididj-mitis,  of  which  I  cau-ed  him  in  six  weeks' 
treatment.     He  had  never  been  unfaithful  to  his  wife. 

12.  URETHRITIS    OF    MEASLES. 

In  March,  1913,  a  captain,  whom  I  had  previously  cured  of  a  urethritis, 
developed  measles.  Two  days  later  he  de\  eloped  a  luethral  discharge  which 
contained  pus  cells  biit  no  bacteria.  Without  local  treatment  the  discharge 
vanished  in  a  week,  and  there  has  been  no  fvirther  trouble. 

13.  URETHRITIS    OF    MEASLES. 

An  Army  doctor  had  been  married  for' some  years,  had  not  been  astray, 
and  in  May,  1915,  developed  measles.  Foiu-teen  days  later  he  received  an 
inoculation  against  tj-phoid.  The  next  day  he  developed  a  urethral  discharge 
and  consulted  me.  No  bacteria  could  be  found  in  the  discharge,  and  he 
received  no  local  treatment.  One  week  later  all  signs  of  disease  had  vanished. 
Neither  be  nor  his  wife  have  had  anv  further  trouble. 
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14.  URETHRITIS    DURING    MUMPS. 

A  patient  developed  a  swelling  under  his  chin,  for  which  a  wisdom  tooth 
was  removed  without  effect  (submaxillary  mumps).  A  few  days  later  his 
mother  and  his  sister  developed  tx'pical  mumps.  Shortly  after  the  patient's 
right  testicle  swelled  up  and  he  developed  a  mild  urethral  discharge  which 
contained  pus  cells  but  no  gonococci.  The  swelling  of  the  testicle  involved 
the  body  of  the  organ  as  much  as  the  epididymis.  The  posterior  m-ethra 
was  infected,  and  also  some  of  the  large  urethral  follicles.  Irrigation  treat- 
ment combined  with  several  probings  through  the  urethroscope  led  to  com- 
plete cure  at  the  end  of  six  weeks.  Gonococci  were  never  found,  and  it  was 
proved  that  there  had  been  no  chance  of  infection  from  a  woman.  The 
patient  had  been  under  my  care  some  years  before  for  a  severe  attack  of 
gonococcal  epidid\-mitis  on  the  left  side,  which  had  been  completely  cured 
by  treatment  and  had  passed  the  most  severe  tests.  The  patient  had 
informed  his  parents,  and  there  was  no  reason  for  any  concealment  of  facts 
on  his  part. 

15.  SPONTAXEOUS  URETHRITIS  DUE   TO  THE  COLON  BACILLUS. 

A  married  doctor,  of  unimpeachable  virtue,  came  to  me  in  great  distress 
one  night  because  he  had  suddenly  developed  a  slight  lu'ethral  discharge, 
and  could  m  no  way  accomit  for  it.  The  discharge  contained  pus  cells  and 
the  colon  bacillus,  and  was  cured  by  a  week's  irrigation  treatment.  He  had 
been  very  much  ovenvorked  at  the  time. 

16.  SPOIsTANEOUS  LTIETHRITIS  DUE  TO  THE  COLON  BACILLUS. 

A  single  doctor,  very  much  overv^orked,  grew  very  depressed,  and  one 
day  developed  a  spontaneous  urethral  discharge.  I  found  pus  cells  and  the 
colon  bacillus,  which  had  sprung  from  a  hsematogenous  prostatitis.  Six 
weeks'  treatment  by  massage  and  inigation,  followed  by  a  Swuss  holiday, 
completely  cured  the  trouble  and  w-ith  it  the  depression. 

17.  SPONTANEOUS  URETHRITIS  DUE  TO  THE  COLON  BACILLUS. 

A  recently  ciualified  Quaker,  came  into  residence  at  the  Hospital,  and 
became  \ery  much  riui  down  by  overv^ork.  One  day  he  was  seized  with 
fever,  pain  in  the  left  kidney,  increased  frequency  of  micturition,  and  a 
lu-ethral  discharge.  The  discharge  yielded  the  colon  bacillus  in  pure  culture. 
He  was  sent  to  bed  and  put  on  alkalies  until  the  temperature  became  normal, 
then  on  Urotropin.  After  three  weeks  he  was  sent  to  the  seaside,  and  came 
back  two  months  later  completely  cured.     He  had  no  other  treatment. 

18.  CHEMICAL    URETHRITIS. 

An  Army  captain,  who  had  had  several  attacks  before  and  did  not  want 
to  repeat  the  experience,  in  a  moment  of  weakness  went  with  a  woman. 
Having  nothing  else  handy  he  placed  seven  corrosive  sublimate  tabloids 
in  a  tooth  glass  of  water,  and  syringed  his  urethra  therewith.  He  came 
in  haste  to  see  me  the  next  day,  as  he  had  great  pain  in  passing  water  and 
a  profuse  yellow  urethral  discharge.  No  bactei'ia  could  be  seen  with  the 
microscope,  and  in  a  few  days  the  discharge  disappeared  without  any 
treatment. 

19.  CHEMICAL    LTRETHRITIS. 

A  chemist's  assistant,  having  saved  up  his  wages,  went  for  a  trip  to  Paris. 
There  he  indulged  in  the  pleasm-es  of  the  tow^n.  Being  of  a  timid  nature, 
yet  not  an  expert  in  his  trade,  he  syringed  regularly  for  three  weeks  with 
one  in  a  thousand  corrosive  sublimate,  and  thereby  got  no  better  but  rather 
worse.  He  came  to  see  me  and  I  could  find  no  bacteria  in  his  profuse  pvirulent 
discharge.  It  took  fifteen  pints  of  lotion  to  wash  away  all  the  piis  from  his 
anterior  urethra.  He  then  rose  and  passed  clear  water.  I  advised  him  to 
leave  his  syringe  behind  and  return  in  ten  days.  He  was  then  found  to  be 
cured  of  his  trouble. 
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20.  CASE  WHERE  THE  WIFE  BECAME  INFECTED. 

An  officer  went  astray  in  Dublin.  Two  days  later  he  went  with  his  wife. 
Four  days  l^ter  he  developed  gonococcal  urethritis,  and  six  days  later  his 
wife  also  developed  the  disease. 

21.  CASE    WHERE    THE    WIFE    GAVE    THE    DISEASE    TO 
HER    HUSBAND. 

A  golden-haired  florid  married  woman  lived  in  a  Midland  town  quite 
happily  with  her  somewhat  diminutive  husband  until,  in  the  course  of  the 
War,  a  regiment  came  to  the  town.  Unsatisfied,  she  took  to  e\ening  walks, 
and  on  most  nights  admitted  at  least  one  soldier  to  her  favours.  She 
developed  multiple  arthritis  and  was  sent  up  to  the  London  Hospital  imder 
my  care.  Shortly  after,  her  husband  appeared  and  was  found  to  have  a 
gonococcal  urethritis  which  he  had  caught  from  his  wife.  He  had  never 
been  astray  in  his  life. 

22.  CASE   OF   ANTERIOR   URETHRITIS   CURED   IN   A   FEW     DAYS 

BY    IRRIGATIONS    ALONE. 

A  doctor,  who  had  not  prev-iously  had  venereal  disease,  came  in  haste, 
having  been  astray  three  days  before.  He  had  noticed  urethral  discharge  for 
twenty-four  liours  which  contained  pus  cells  and  gonococci.  There  was 
little  pain,  and  the  inflammation  was  not  verj'  acute.  I  washed  out  the 
anterior  urethra  with  three  pints  of  112000  Potassium  Permanganate,  next 
day  l/loOO,  next  day  with  1/1000.  On  the  fourth  day  the  urine  was  clear, 
and  the  urethroscope  showed  no  infected  follicles,  and  I  gave  a  final  irrigation 
of  1/1000  Permanganate.  He  never  had  any  further  trouble,  and  is  now 
a  married  man  with  healthy  children. 

23.  CASE   OF   ANTERIOR   URETHRITIS   CURED   IN   A   FEW   DAYS 

BY  IRRIGATIONS  ALONE. 
An  officer  came  up  with  a  gonococcal  discharge  of  thirty-six  hours 
standing,  having  been  astray  seven  days  before.  I  gave  an  anterior 
irrigation  of  1  2000  Permanganate,  the  next  day  1/1500,  the  next  day  1/1500. 
On  the  fourth  day  I  excluded  follicles  with  the  urethroscope,  gave  a  final 
irrigation,  and  the  patient  was  cured. 

24.  CASE   OF   ANTERIOR   L^RETHRITIS   CURED   IN   A   FEW   DAYS 

BY    IRRIGATIONS    ALONE. 

An  officer  came  up  with  a  gonococcal  discharge  of  one  day's  standing, 
having  been  astrav  three  days  before.  1  irrigated  the  anterior  urethra  with 
1/3000  rermanganate,  next  day  with  1/2000,  next  day  with  1,2000,  next 
day  with  1/2000.  On  the  fifth  day  the  urine  was  clear,  and  the  urethroscope 
showed  no  infected  foUicles.  No  further  treatment  was  needed,  and  further 
tests  pro\  ed  a  complete  cure. 

25.  ANTERIOR    URETHRITIS    CURED    BY    IRRIGATIONS    ALONE. 
A  patient  developed  a  gonococcal  urethritis  four  days  after  connection 

and  came  to  me  on  the  second  day  of  the  discharge.  I  washed  out  with 
1/2000  Permanganate,  next  day  with  11500,  next  day  with  1/1500.  On 
the  fifth  day  the  urethroscope  proved  the  absence  of  infected  follicles,  and 
the  patient  was  cured. 

26.  CASE   OF   OBSTINATE   VESICULITIS   (•'  Closed   Vesicle  "   Type). 

A  golf  professional  came  imder  my  care  in  August,  1912,  with  primary 
syphilis  of  four  weeks  standing  and  a  posterior  \u-ethritis.  I  gave  him  three 
intravenous  injections  of  Salvarsan,  his  Wassermann  re-action  being  negative 
at  the  time  and  remaining  negative  though  taken  every  two  mouths  till 
January,  1914,  when  he  was  permitted  to  marry;     I  lost  sight  of  the  patient 
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who  attended  St.  Peter's  Hospital  till  April,  1913.  He  then  returned  to 
nie  and  on  examination  I  found  that  he  had  no  discharge  and  a  tu-Lne 
absolutely  clear  of  threads.  Rectal  examination  revealed  that  both  vesicles 
were  thickened  and  undoubtedh'  full  of  pus.  Massage  failed  to  secure  any 
fluid  for  microscopic  examination.  At  intervals  up  to  June,  1913,  I  stretched 
the  posterior  urethra  with  the  cm-ved  Kollmann,  massaged  tlie  vesicles, 
and  gave  injections  of  vaccine  up  to  75  millions,  with  the  idea  of  stirring 
up  the  \esicular  abscesses  and  getting  them  to  burst  and  drain  propei-ly. 
The  general  health  was  extremely  bad  from  severe  pyorrhtea  alveolaris. 
From  June  to  September  all  local  treatment  was  suspended,  but  during 
that  time  the  teeth  were  set  right,  and  the  general  health  was  improved  by 
a  series  of  tournaments  on  seaside  links.  All  the  time  the  urine  remained 
clear,  and  the  patient  maintained  he  was  cvu-ed.  He  wanted  to  get  married, 
but  I  dissuaded  him  from  this  as  I  knew  he  was  not  cured. 

On  November  11th,  1913,  the  patient  drank  tliree  liqueurs  (usually  he 
was  a  teetotaller)  after  a  successful  golf  match.  The  next  day  a  profuse 
yellow  discharge,  swarming  with  gonococci,  appeared  at  the  meatus,  for  which 
the  patient  hastened  back  to  see  me.  He  then  attended  regularly  every 
fifth  day  till  December  29th,  1913,  and  had  vesicular  massage  after  the 
passage  of  a  nickel  bougie.  The  vesicles  could  now  be  felt  to  empty  well, 
and  when  he  passed  out  his  irrigating  fluid  after  the  bougie  and  the  massage 
this  was  found  full  of  casts  of  the  vesicles,  which  on  microscopic  examination 
showed  pus  and  gonococci.  The  microscopic  picture  soon  improved,  and 
on  December  29th,  1913,  I  was  able  to  pass  him  as  c^ired.  He  got  married 
in  January,  1914,  but  at  my  advice  he  did  not  go  with  his  wife.  He  took 
alcohol  regvilarly,  and  attended  for  complete  tests  four  times  in  February, 
1914.  All  the  tests  proved  negative,  no  thickening  of  the  vesicle  could  any 
longer  be  felt,  the  prostatic  bead  was  easily  obtainable  and  contained  neither 
pus  nor  gonococci.  The  anterior  itrethra  had  always  been  healthy.  He 
was  then  given  permission  to  go  with  his  wife.  There  has  been  no  further 
trouble,  and  he  is  now  a  happy  father  of  healthy  twins. 

This  case  illustrates  that  a  man  can  be  apparently  cured  for  months 
at  a  time,  yet  all  the  wliile  his  vesicles  may  be  closed  off  and  full  of  gonococci. 
It  shows  how  alcohol  will  light  up  the  gonococci  and  cause  a  chronic  encysted 
collection  to  become  acute  and  to  bm-st  forth  and  re-infect  the  urethra. 
It  illustrates  the  importance  of  obtaining  free  drainage  if  treatment  appUed 
to  the  vesicle  is  to  be  effective. 

Finally,  it  shows  how  the  modern  careful  methodical  investigation  of  a 
patient  not  only  cures  him  of  syphilis  and  gonorrhoea,  but  prevents  him 
from  bringing  venereal  disease  into  the  home  with  its  endless  tale  of  misery. 

21.  AN  AVERAGE  CASE  OF  SUB-ACUTE  POSTERIOR  URETHRITIS. 

An  officer  in  the  Guards  had  had  acute  m-etln-itis  for  seven  weeks, 
accompanied  by  epididymitis  on  the  right  side.  He  came  to  see  me  in  the 
eighth  week  of  the  trouble  on  No\ember  11th.  The  first  glass  of  urine 
contained  a  moderate  purulent  haze,  the  second  glass  was  clear.  The 
prostatic  fluid  contained  a  large  nmnber  of  pus  cells  and  gonococci. 
He  had  lost  a  stone  in  weight,  and  was  very  run  down  and  worried,  as  he 
was  engaged  to  be  married.  He  was  in  the  sub-acute  stage.  As  he  was 
li\dng  out  of  town  I  taught  him  to  irrigate  his  deep  methra  with  1/2500 
Permanganate.  He  reported  again  November  23rd,  26th,  and  29th,  and 
on  each  occasion  received  prostatic  massage  ;  but  his  lu-ine  stiU  contained 
a  sUght  haze.  On  December  5th  he  had  a  noctvu-nal  seminal  emission,  and 
on  December  7th  I  saw  him  again,  when  his  m-ine  was  clear  for  the  first 
time,  so  that  he  had  entered  the  chronic  stage.  T  instructed  him  to  leave 
off  all  irrigations,  and  to  lead  a  healthy  life  in  the  countiy  and  not  see  his 
girl,  which  had  been  keeping  him  back.  He  attended  on  December  14th, 
17th,  21st,  and  28th,  and  had  prostatic  massage  and  instillations  of  silver 
nitrate  vip  to  grains  xx  to  the  ounce.  His  prostatic  fluid  still  contained  a 
moderate  amount  of  pus,  but  his  anterior  urethra  was  cured  :    no  strictures. 
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no  infected  follicles.  He  was  sent  to  Brighton  and  attended  for  massage 
and  instillations  on  Jannarj-  4th,  10th,  17th,  22nd,  31st  and  also  on 
February  9th,  14tli,  17th,  22nd,  and  26th. 

On  March  4th  he  was  clear  of  threads,  and  tlie  prostatic  fluid  was 
absolutely  clear  of  pus  and  was  undoubtedly  cured.  He  had  got  back  to 
his  proper  weight  and  looked  a  different  man.  He  was  put  on  alcohol  and 
examined  weekly  for  three  weeks,  and  as  all  the  tests  were  satisfactory  he 
was  able  to  get  married  at  the  beginning  of  April  with  complete  success. 
Time  of  cure,  just  over  three  months. 

This  patient  is  a  good  illustration  of  the  method  of  curing  a  case  first 
seen  in  the  suVi-acute  stage. 

The  cure  took  a  little  longer  than  the  average  :  First,  because  the  patient's 
general  health  was  so  bad  at  the  outset  ;  secondly,  because  he  was  seeing 
too  much  of  his  girl  at  the  outset. 

28.  LUMBAGO. 

A  pictiu-e  palace  propiietor  came  under  my  care  for  a  chronic  relapsing 
urethritis  of  some  years  standing.  After  three  months  of  treatment  the 
man  was  passed  as  cured.  Towards  the  end  of  the  coiuse  the  patient 
remarked  to  me  one  day,  "  It  is  a  funny  thing,  but  I  have  had  lumbago  for 
some  years  ever  since  this  trouble  started.  Lately  the  lumbago  has  dis- 
appeared. Had  it  anything  to  do  witli  the  urethral  trouVile  ?  '  I  was  thus 
able  to  proxe  to  him  that  the  two  were  one  and  the  same  disease. 

29.  LUMBAGO. 

A  land  agent  had  chronic  lumbago  for  three  years  which  had  rendered 
him  a  cripple  and  for  which  he  had  visited  numerous  sp£is,  and  had  tried 
all  the  usual  treatments  in  vain.  Five  years  before  he  had  had  urethritis, 
which  had  relapsed  for  a  year  or  two  and  then  seemed  to  disappear.  He 
was  sent  to  see  me  as  his  doctor  wondered  if  the  trouble  could  ha\  e  a  urethral 
origin.  The  urine  contained  a  few  threads,  and  the  prostatic  fluid  a  moderate 
amount  of  pus.  I  sent  him  back  to  his  doctor,  who  carried  out  prostatic 
massage  twice  a  week  for  six  weeks.  At  the  end  of  that  time  the  patient 
liad  lost  all  his  pain  and  was  playing  golf. 

All  went  well  for  eighteen  months,  when  he  ventured  with  a  woman, 
got  another  attack  of  urethritis,  and  soon  after  the  pain  in  the  back  returned 
and  with  it  a  swelling  of  the  left  knee  joint.  The  attack  proved  very  obstinate, 
and  took  three  months  for  its  cure. 

30.  LUMBAGO. 

A  caipenter  had  done  no  work  for  three  yeais,  as  he  was  crippled  with 
chronic  arthritis  of  nearly  everj-  joint  in  his  body.  As  he  had  had  urethritis 
some  j'ears  before  he  was  sent  to  me.  I  found  he  had  a  severe  prostatitis, 
which  took  three  months  to  cme.  At  the  end  of  that  time,  all  the  joints 
were  supple  and  healthy  and  the  patient  retiu-ned  to  full  work. 

31.  JOLNT    CASES. 

Joint  infection  does  not  occur  except  under  the  most  exceptional 
circumstances,  unless  the  disease  has  spread  to  one  or  both  vesicles. 
Arthritis  may,  therefore,  occur  at  any  period  of  the  disease  after  the  first 
ten  days  in  any  joint  of  the  body.  Dvu-ing  the  acute  stage  (five  to  eight 
weeks)  the  arthritis  is  usually  acute,  and  accompanied  by  high  fe\er. 
During  the  chronic  stage  the  arthritis  is  usually  mild  and  does  not  pre\ent 
the  patient's  using  the  diseased  joints.  The  artliritis  may  take  the  form 
of  fluid  in  the  joints,  or  of  inflammatory  effusion  in  the  structiu-es  round 
the  joint,  or  both  these  forms  are  combined.  Unless  the  joints  are  kept 
moving,  despite  the  pain  from  the  very  first,  adhesions  of  a  crippling  nature 
are  likely  to  form.  Never  use  a  splint,  in  gonococcal  arthritis,  if  you  can 
possibly  avoid  it.  If  the  arthritis  is  ver\'  painful  and  acute,  rest  the  joint 
on  cushions  in  bed.  but  encoiu-age  the  patient  to  keep  moving  the  joint 
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short  of  unbearable  pain,  and  have  the  joints  moved  into  different  positions 
(flexion,  extension)  during  the  day.  A  little  pain  is  unavoidable,  but  if 
one  explains  the  need  for  movement  to  the  patient,  he  is  willing  to  bear 
a  fair  amoLmt  of  pain  so  as  to  secure  a  mo^■able  joint.  Every  day  apply 
radiant  heat  to  the  joint,  the  bath  being  accompanied  and  followed  by 
massage  and  movement.     Radiant  heat  is  essential  in  the  treatment. 

In  the  acute  stage  put  the  patient  to  bed  and  start  washing  out  the  deep 
urethra  daily,  using  Stovaine  and  a  weak  solution  of  Potassium  Permanganate 
(1/5000).     Employ  massage  of  the  prostate  and  vesicles  every  other  day. 

As  regards  drugs,  give  alkalies  in  large  doses.  Salicylates  are  useless 
in  this  complaint. 

On  this  treatment  I  fuid  that  most  cases  yield  readily,  and  in  the  course 
of  ten  days  to  tlxree  weeks  the  m"ine  is  clear,  the  vesicles  less  inflamed,  and 
the  artliritis  has  either  disappeared  or  is  so  mild  that  the  patient  can  get 
up  and  use  the  jomts  actively.  Active  exercise  for  the  muscles,  interrupted 
faradism  for  the  muscles,  and  persistence  in  the  local  treatment  are  visually 
sufficient  to  bring  abo\it  a  complete  cure  in  another  five  or  six  weeks. 
I  have  cured  a  large  number  of  joint  cases  completely  by  these  methods 
alone,  entu-ely  without  vaccines. 

In  some  cases  I  have  used  ^'accines,  and  occasionally  they  seem  to  have 
helped  matters.  But  very  often  they  do  not  seem  to  act  at  all.  Anjiiow, 
I  have  not  obtained  any  better  results  by  using  vaccines  than  I  have  when 
not  using  vaccines. 

The  essentials  of  treatment  are :  Bed  at  once,  regular  daily  local 
treatment  to  the  deep  lu-ethra  and  vesicles,  and  radiant  heat,  massage  and 
movement  for  the  joints.  Never  use  splints.  I  advise  you  to  use  vaccines 
in  alternate  cases  and  coinpare  your  results.  If  you  use  vaccines  in  acute 
cases,  start  with  haK  a  million  ;  on  the  third  day  give  one  million  ;  on  the 
sixth  day  five  millions,  and  watch  the  results. 

Many  cases  of  clu-onic  arthritis  have  attended  my  practice.  In  these 
the  joints  are  swollen  with  fluid,  but  there  is  little  pain,  and  httle  hmitation 
of  movement. 

In  such  cases  stick  to  local  treatment  of  the  urethra,  posterior  irrigations, 
bougies,  massage  of  the  vesicles  ;  and  for  the  joints  employ  pressiu-e  by  a 
bandage,  radiant  heat,  massage,  and  exercises,  and  electrical  treatment  for 
the  wasted  muscles.  Pay  attention  to  the  general  health:  sea  air,  good  food, 
cheerful  surroundings,  tonics.  In  this  way  these  cases  clear  up  steadily  and 
completely.  The  cases  usually  take  two  to  three  months.  I  hardly  ever 
use  vaccines  in  these  chronic  cases,  and  they  certainly  clear  up  quite  well 
without  them. 

32.  IRITIS    AND    JOINTS. 

A  patient  had  had  iritis  for  eighteen  years,  for  which  he  had  visited  nearly 
every  opthahnic  svu-geon  in  London.  No  one  had  ever  suggested  uretliritis 
as  a  possible  cause  imtil  he  came  under  the  care  of  Dr.  Lang,  who  sent  him 
to  see  me.  I  fornid  that  though  he  had  had  no  obvious  urethral  discharge 
for  sixteen  years,  yet  his  prostatic  fluid  was  fuU  of  pus.  Three  months' 
massage  treatment  of  the  prostate  cured  the  iritis. 

33.  IRITIS    AND    JOINTS. 

A  patient  came  under  my  care  with  an  acute  sweUing  of  the  right  knee 
joint  and  a  historj^  of  gonorrhoea  seven  years  before.  For  seven  years  he 
had  had  relapsing  iritis.  He  was  a  married  man.  We  found  that  ten 
minutes'  massage  of  the  knee  joint  wovild  produce  an  attack  of  iritis  lasting 
twenty-fom-  houi-s.  The  same  result  could  be  obtained  by  massaging  the 
prostate  for  some  minutes- — the  prostatic  fluid  being  fvill  of  pus — and  also 
by  giving  him  a  dose  of  his  own  vaccine.  Some  months'  treatment  ended 
in  a  complete  cure.  The  patient  was  instructed  not  to  go  with  liis  wife 
unless  he  used  a  condom.  For  some  years  he  stuck  to  this  rule  and  had 
no  trouble.     Then  one  night  he  broke  the  rule,  at  once  developed  a  fresh 
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attack  of  urethritis  and  returned  to  us  with  the  same  knee  and  the  same 
eye  inflained.  We  were  able  to  cure  him  a  second  time,  and  he  has  not  again 
relapsed . 

One  per  cent,  of  all  ca533  appear  to  develop  iritis.  The  only  common 
cause  of  iritis  is  gonorrhoea.  Iritis  is  often  associated  with  joint  trouble, 
but  not  invariably.  Iritis  cases  seldom  have  obvious  urethral  discharge. 
The  troable  is  usually  latent  in  the  prostate  and  vesicles  and  can  only  be 
detected  by  massage  of  these  strictures.  Iritis  patients  have  a  peculiar 
low  resistance  to  the  gonococciis,  and  in  them  the  gonococcus  can  live  for 
years.  One  doctor  under  my  care  had  had  it  for  sixteen  years  without 
any  intervening  coitus.  He  had  had  no  urethral  discharge  for  fourteen 
years,  and  thoa:^h  his  urine  wa^  clear  yet  his  vesicles  were  packed  full  of 
pus  and  goaococci.  Iritis  cisss  are  most  resistant  to  treatment,  but  they 
recover  in  time  if  the  vesicles  can  be  made  to  drain  properly,  as  described 
above. 

34.  HAEMORRHAGE    FROM    URETHRITIS. 

A  cavalry  officer  went  with  a  woman,  and  eight  days  later  he  noticed 
a  slight  urethral  discharge.  In  spite  of  this  he  went  out  hunting  for  a  whole 
day's  run.  That  night  he  had  a  tremendous  urethral  ha>morrhage  and  lost 
a  good  deal  of  blood,  but  had  no  pain  on  micturition.  The  bleeding  stopped 
spontaneously,  and  next  day  I  found  a  gonococcal  urethritis.  He  used 
an  anterior  irrigation  for  sixteen  days  and  then  returned  for  examination. 
The  m-ethroscope  revealed  many  infected  follicles,  which  required  two 
sittings  for  their  cure. 

35.  CASE    OF    PROFUSE    H.EMATURIA. 

A  candidate  for  Sandhiu^t  had  had  acute  urethritis  for  ten  days,  which 
had  just  spread  back  to  the  deep  urethra.  As  he  had  to  present  himself 
for  his  medical  examination,  his  doctor  adopted  the  bold  covu^e  of  giving 
him  a  posterior  irrigation  of  1/5000  silver  nitrate  just  before  this  examination. 
He  was  seized  with  severe  pain  and  at  once  began  to  pass  large  quantities 
of  blood,  and  was  brought  to  me  for  advice.  He  was  put  to  bed  for  one 
week,  during  which  time  he  bled  profusely  for  some  days  and  then  gradually 
ceased  to  bleed,  all  lavage  being  discontinued.  He  was  kept  in  bed,  and 
a  week  later  posterior  irrigations  and  prostatic  massage  were  Vjegun.  He 
was  passed  by  me  as  ciu-ed  three  weeks  later.  Tliis  patient  was  lucky  to 
get  well  so  quickly,  and  illustrates  the  danger  of  washing  through  in  the 
early  stages,  and  the  advantage  of  going  to  bed  for  some  weeks. 

36.  INFECTED    PARAURETHRAL    FOLLICLE    SIMULATING 
CHANCRE    WITH    RETENTION    OF    URINE. 

A  patient  had  been  led  astray  three  weeks  before  I  saw  him.  A  few 
days  later  he  had  developed  urethritis.  A  day  or  two  before  he  came  to  me 
he  developed  what  looked  very  like  a  chancre  at  the  junction  of  the  foreskin 
and  glans  on  the  left  side  of  the  penis.  His  doctor  brought  him  up  as  a  case 
of  double  infection.  I  found  that  a  small  bead  of  pus  could  be  squeezed 
out  of  the  centre  of  the  chancre,  which  contained  gonococci,  but  no 
spirochetes.  The  condition  was  an  infected  param-ethral  follicle.  Acute 
posterior  urethi'itis  had  already  developed  and  the  patient  was  ordered  to 
bed.  A  few  days  of  anterior  irrigation  treatment  caused  the  lu-etliral  discharge 
to  disappear,  when  I  was  able  to  pass  a  metal  bougie  an  inch  or  so  down 
the  canal,  to  serve  as  a  guide,  and  explore  the  paraurethral  follicle  with  a 
fine  probe.  The  follicle  proved  to  be  a  blind  external  follicle  and  did  not 
communicate  with  the  uretlu-a.  I  fused  a  little  silver  stick  on  to  the  probe, 
and  ran  it  down  to  the  bottom  of  the  follicle.  In  four  days  the  follicle  ceased 
to  exude  pus,  its  lumen  becoming  obliterated,  so  that  it  gave  no  further 
trouble. 
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A  few  days  later,  all  anterior  discharge  having  disappeared,  as  the  result 
of  irrigation,  the  patient  developed  retention  of  urine,  which  refused  to 
re-act  to  hot  batlis  and  opium.  Rectal  examination  revealed  a  very  large 
prostatic  abscess,  gentle  pressiu-e  on  which  caused  copious  pus  to  flow  out 
from  the  meatus.  A  Xo.  10  English  scale  silver  prostatic  catheter  had 
to  be  passed  tliree  times  a  day  for  three  days.  At  the  end  of  that  time  the 
swelling  began  to  subside,  and  the  obstruction  to  the  flow  of  lu-ine  was 
reheved. 

Retention  of  urine  in  acute  gonorrhoea  is  always  obstructive  and  due 
to  a  large  abscess  in  the  prostate.     It  is  never  spasmodic  as  is  usually  stated. 

There  is  no  risk  of  infecting  the  bladder  by  passing  a  catheter,  if  the 
anterior  \.u-ethra  has  been  washed  out  with  Oxycyanide  of  Mercury  1/4000 
before  the  catheter  is  passed.  The  catheter  possesses  less  risk  than  suprapubic 
puncture. 

37.  LATENCY. 

A  doctor  had  had  uretlu-itis  twenty  years  before  he  came  under  my  care. 
Some  years  later  he  got  married,  and  neither  he  nor  his  wife  ever  had  any 
trouble.  One  evening,  many  years  later,  he  had  a  very  good  dinner  to 
celebrate  some  occasion,  and  a  few  days  later  developed  arthritis  of  the 
elbow.  Shortly  after,  he  developed  arthritis  of  both  knees,  A  week  later 
he  suddenly  developed  profuse  urethral  discharge  full  of  gonococci.  The 
cause  of  the  arthritis  then  became  clear.  There  was  little  doubt  that  he 
had  had  gonococci  shut  up  in  one  vesicle  for  manj''  years,  and  that  he  had 
stirred  up  the  trouble  with  alcohol,  which  became  virulent,  and  being  closed 
got  into  the  blood.     Later  the  closed  sac  biu-st  and  reinfected  the  urethra. 

38.  LATENCY. 

A  patient  has  been  imder  my  observation  for  eight  years.  Both  he  and 
his  wife  have  gonorrhoea.  The  wife  never  has  any  symptoms.  About  once 
a  year  usually  after  drinking  Ciu-acoa  the  man  gets  a  profuse  urethral  discharge. 
Two  or  three  posterior  irrigations  render  the  urine  clear,  and  the  patient 
prefers  then  to  leave  off  treatment,  to  cohabit  with  his  wife  and  wait  till  a 
fresh  discharge  comes  on,  when  he  comes  up  again  for  a  few  treatments. 

39.  LATENCY. 

A  man  who  frequently  indulged  had  urethritis  two  years  before  I  saw 
him  first.  This  appeared  to  get  quite  well,  but  the  patient  had  always 
noticed  a  Uttle  pea-like  nodule  beneath  the  vu-ethra  two  inches  from  the 
tip.  He  had  not  been  with  any  woman  for  some  time,  but  one  night  he 
indulged  too  freely  in  alcohol.  The  next  day  he  noticed  that  the  nodule 
was  tender  and  had  grown  larger.  The  day  after,  he  developed  a  profuse 
yellow  discharge  full  of  gonococci.  Examination  revealed  an  anterior 
urethritis,  and  a  large  infected  follicle  on  the  floor  of  the  urethra.  After  a 
week's  irrigation  treatment  the  urine  became  clear,  so  that  I  was  able  to 
destroy  the  follicle  on  the  floor  through  the  urethroscope,  which  effected 
a  complete  cure.  There  can  be  no  doubt  that  gonococci  can  Uve  for  years 
encysted  in  two  positions  ;  first,  in  a  follicle,  the  mouth  of  which  gets  shut 
off  :    secondly,  in  a  vesicle,  the  duct  of  which  gets  shtit  off. 

This  will  account  for  the  cases  of  apparent  spontaneous  urethritis,  after 
years  of  freedom, 

40.  THE    STORY    OF    THE    GONOCOCCUS    CARRIER    ANTD    THE 
OFFICER'S    WIFE. 

An  attractive  woman  was  deserted  by  her  husband,  an  officer.  She 
admitted  six  men  to  a  share  in  her  charms.  One  unlucky  day  she  developed 
urethritis,  and  coming  imder  my  care  she  wished  to  find  out  the  author  of 
her  sorrows.  In  turn  I  examined  the  six  men.  The  results  were  of  interest. 
The  latest  admirer,  an  actor,  never  knew  that  he  had  had  gonorrhoea  in  his 
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life.  Examination  revealed  a  latent  prostatitis  and  gonococci.  Two  of 
the  others  developed  gonorrhoea  ;  two  of  the  others  had  nothing,  and  the 
sixth — a  healthy  Hussar — had  l)een  with  her  every  night  for  fourteen  nights 
despite  her  infection,  and  had  developed  no  sign  of  trouble.  What  saved 
him  probably  was  his  general  fitness  and  the  fact  that  he  was  a  teetotaller. 

41    CASES    TREATED    BY    VACCIN^ISTS    AND    TOLD    THAT 
THEY    WERE    CURED. 

A  Student  from  Guy's  contracted  urethritis  and  was  treated  for  sixteen 
days  with  an  autogenous  vaccine.  At  the  end  of  that  time,  as  all  discharge 
had  ceased,  he  was  told  he  was  ciu-ed.  Not  feeling  satisfied,  he  came  to  see 
me  a  few  days  later.  It  is  true  that  there  w  as  no  obvious  urethral  discharge, 
but  the  urine  passed  was  full  of  pus  and  gonococci  and  there  was  a  large 
prostatic  abscess. 

42    CASES    TREATED    BY    VACCINISTS    AND   TOLD    THEY    WERE 

CURED. 

A  man  developed  gonococcal  urethritis,  and  attended  a  well-known 
bacteriologist,  who  administered  a  dose  of  vaccine  every  other  day  for  twelve 
days,  and  then  told  the  patient  he  was  cured.  A  few  days  later  the  patient 
developed  epididymitis  and  acute  arthritis  of  both  knees,  and  sent  for  me. 
I  found  he  had  a  large  prostatic  abscess  as  well  as  his  other  troubles.  Three 
months'  treatment  by  massage  and  irrigations  completely  cured  the  patient. 

43.  CASE    WHERE    THE    WIFE    BECAME    INFECTED. 

A  married  man  developed  urethritis  and  was  treated  in  Germany  for 
nine  months.  On  arriving  home  he  w  ent  to  a  doctor  in  the  City  who  inspected 
the  urine  and  told  him  he  must  be  cured  because  the  urine  was  clear.  On 
the  strength  of  this  he  returned  home  to  his  wife,  who  quickly  developed 
the  disease.  His  doctor  then  sent  the  patient  to  me  for  complete  examination. 
There  was  no  discharge  and  the  mine  was  clear.  The  prostatic  fluid,  however, 
contained  numerous  pus  cells  and  a  moderate  number  of  gonococci. 

44.  CASE    WHERE    THE    WIFE    BECAME    INFECTED. 

A  man  developed  urethritis,  and  was  treated  for  eight  months  by  vaccines 
alone.  He  was  then  told  he  was  cured  and  was  permitted  to  marry.  His 
wife  developed  uretliritis. 

45    A    CASE    OF    STAPHYLOCOCCAL    URETHRITIS    AND 
PROSTATITIS. 

In  April,  1912,  a  patient  contracted  a  urethritis  due  to  a  staphylococcus, 
and  with  a  fourteen  days'  incubation  period  which  had  spread  to  the  prostate, 
before  he  came  under  my  care.  I  treated  liim  with  irrigations  and  massage 
for  three  weeks,  when  he  went  to  Paris  and  at  my  advice  put  himself  under 
the  care  of  Luys.  Luys  carried  out  treatment  till  the  end  of  July,  but  the 
discharge  continued  in  the  most  obstinate  manner.  The  patient  returned 
to  London  for  a  few  weeks'  treatment,  at  the  end  of  August,  and  then 
travelled  abroad,  where  he  had  treatment  in  Berne  and  in  Paris  until 
December.  I  saw  him  again  in  December,  and  found  the  prostatic  fluid 
still  full  of  pus  ceUs  and  staph j'lococci.  Throughout  there  had  been  ne 
gonococci.  At  my  urgent,  advice  the  patient  agreed  to  leave  the  urethra 
alone  and  to  undergo  no  further  treatment.  On  various  occasions  later 
he  went  with  women,  and  none  of  them  ever  suffered  any  inconvenience- 
Eighteen  montlis  later,  the  trouble  died  away  in  the  course  of  nature  without 
further  treatment.  Tliis  case  serve-!  to  illustrate  two  facts — fi  st,  the  extra- 
ordinary resistance  to  treatment  of  some  cases  of  staphylococcal  prostatitis  ; 
secondly,  the  relative  innocuousness  of  such  a  trouble  as  regards  copulation. 
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46.  CASE  TO  ILLUSTRATE  THE  IMPORTANCE  OF  REPEATED 
BACTERIOLOGICAL  TESTS  IN  CASES  OF  SECONDARY  IN- 
FECTION, THE  HARMLESSNESS  AS  REGARDS  MARRIAGE  OF 
THESE  CASES,  AND  THE  HOPELESSNESS  OF  IMPROVING 
THEM    BY    LOCAL    TREATMENT. 

A  gentleman,  who  had  studied  in  Gennany  and  Austria,  and  who  had  there 
indulged  freely  in  the  "  nachtleben  "  of  Berlin  and  Vienna,  had  had  urethritis 
on  many  occasions,  and  had  received  instnunental  treatment  aU  over  Europe. 
As  he  grew  older  and  wiser  he  wished  to  settle  down,  take  unto  himself  a 
wife,  and  raise  a  family. 

At  this  junctiue  he  came  to  ask  my  advice,  as  he  could  squeeze  out  several 
inches  of  yellow  mucoid  jelly  from  his  uretlua  every  morning  on  rising.  I 
could  find  no  gonococci,  but  started  oE  on  irrigation  treatment  and  massage. 
All  forms  of  treatment  only  irritated  the  condition,  and  improved  it  not 
at  all.  As  the  marriage  was  in  train,  I  advised  several  complete  bacteriological 
tests.  FmaUy,  such  was  the  worried  condition  of  the  patient,  twelve  such 
tests  were  carried  out.  Nothing  could  be  found  but  streptococci  and 
staphylococci  buried  in  a  mildlj'  purulent  jelly.  Though  the  patient  refused 
to  believe  me  when  I  told  him  he  might  marry,  he  had  to  yield  to  circum- 
stances, and  a  very  doubtful  gentleman  di'ove  away  with  liis  wife,  having 
stiU  the  same  amount  of  urethral  discharge.  All  ■went  well,  and  he  is  now 
the  father  of  foiu-  healthy  children.  His  wife  has  never  had  any  trouble, 
though  the  "  bon-jour  "  drop  has  never  left  the  husband. 

This  is  the  most  extreme  instance  I  can  quote  of  secondary  infection, 
but  I  have  dozens  of  cases  in  my  records,  of  a  similar  type,  uheie  marriage 
has  been  permitted  after  careful  tests,  despite  an  obvious  urethritis  due  to 
secondary  infection. 

47.  THE    COLON    BACILLUS    AND    :\LAR,RIAGE. 

A  general  had  a  colon  baciUus  infection  of  his  urinary  tract  for  seven 
years,  for  which  he  had  one  kidney  removed,  and  had  been  treated  for  one 
year  with  vaccines  without  avail.  As  he  continued  to  have  constant  rigors 
he  came  to  see  me.  I  found  the  source  of  liis  infection  in  a  chronic 
prostatitis  due  to  the  colon  bacillus.  He  received  eight  treatments  by 
prostatic  massage  and  irrigations,  and  was  completely  cured.  He  had 
cohabited  with  his  wife  for  all  those  years,  yet  she  had  remained  perfectly 
healthy. 

48.  THE    COLON    BACILLUS    AND    MARRIAGE. 

A  captain  developed  a  colon  bacillus  infection  of  the  urinary  tract  with 
constantly  recurring  rigors,  and  was  invalided  homie  from  Ypres.  For 
nearly  two  years  he  had  vaccine  treatment  without  any  rehef,  and  became 
a  complete  bed- ridden  invalid,  and  in  that  state  can.e  under  my  care.  I 
found  the  focus  of  infection  in  the  prostate  gland.  Six  treatments  by 
prostatic  massage  cured  his  trouble,  and  he  was  able  to  resumiC  duty  shortly 
after.  His  -wife,  though  constantly  exposed  to  the  risk  of  infection,  never 
developed  any  trouble. 

49.  THE    COLON    BACILLUS    AND    MARRIAGE. 

A  doctor  had  had  a  colon  bacillus  infection  of  his  urine  forgone  year, 
with  constant  rigors,  and  had  gained  no  relief  from  one  year's  vaccine 
treatment.  On  exaniination  I  found  the  focus  to  be  in  the  prostate  gland. 
Eight  treatments  by  prostatic  massage  led  to  complete  cure.  His  wife, 
though  constantly  exposed  to  risk  of  infection,  never  developed  any  trouble. 

50.  THE    COLON    BACILLUS    AND    MARRIAGE. 

A  girl  had  a  colon  infection  of  the  urinary  tract  from  the  age^of  thirteen, 
with  occasional  acute  relapses.  She  got  married  at  twenty-one  and  in  due 
course  was  delivered  of  a  child.     The  first  time  her  husband  returned  to 
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her  after  this,  she  started  menstruating  at  the  end  of  the  act.  Three  days 
later  he  developed  a  slight  virethral  discharge,  and  came  to  see  me.  I  found 
pus  cells  and  an  extra  cellular  bacillas  resembling  the  colon  bacillus.  I  gave 
him  four  anterior  irrigations,  and  he  was  completely  cured.  He  never  had 
any  more  troulile. 

51.  BALANITIS    SIMULATING    URETHRITIS. 

A  certain  sprig  of  the  nobility  while  at  Sandharsb  went  astray,  and  was 
shortly  ta'cen  with  profuse  discharge,  which  issued  from  a  long  narrow 
fores'dn.  At  the  advica  of  a  frieni  he  spent  soma  wee'.cs  "  squirting  up 
Oondy's  fluid"  of  uno3rtain  straigth.  Eximinitioa  revealed  a  tight  fore- 
skin, from  ual9rn3:ith  which  was  issuing  copio  is  pus  swarming  with  strepto- 
cocci. After  the  foreskin  had  been  cleinsed  by  irrigation  he  was  asked  to 
pass  water,  which  was  quite  clear.  The  foreskin  was  slit  up,  and  at  the 
end  of  ten  days  the  patient  was  passed  as  cured. 

52.  STRONG    ARGYROL    INJECTIONS    AS    A    CAUSE    OF 
STRICTURE. 
An  o'ficer  contracted  urethritis  in  August,   and  was  treated  by  strong 
rgyrol   injections   for   some   months.     The   treatment    kept   the   discharge 
in  check,    bub  whanever  it  was  discontin  lei  the  discharge  returned.     He 
came  to  me  in  the  following  January.     His   urine  coutained  a  purrulent 
haze  full  of  gonococci. 

The  urethroscope  showed  a  severe  soft  stricture  in  the  bulbous,  and  an 
early  fibrous  stricture  in  the  penile  m-ethra. 

53.  MEDICATED    BOUGIES. 

An  officer  developed  gonococcal  urethritis  on  January  ith.  He  was 
treated  by  medicines,  injections,  and  finally  with  medicated  bougies.  As 
he  still  had  yelloiv  discharge  he  was  sant  to  sea  me  on  May  2,)th.  [  found 
that  his  deap  urethra  was  full  of  pis  anl  his  right  vesicle  was  severely 
affected.  The  urethroscope  showed  a  severe  soft  stricture  in  the  penile 
urethra.  I  have  seen  the  result  so  constantly  after  the  use  of  strongly- 
medicated  bougies,  that  I  consider  they  are  a  common  cause  of  soft  stricture. 

54.  CASE    NOT    CURED    BY    PROLONGED   VACCINE   TREATMENT. 

A  min  developel  gonorrhea  in  1310,  anl  reosiveJ  various  treatments. 
He  received  auto];enous  vaccines  for  one  year  regularly  from  a  well-known 
bacteriologist.  Ha  camo  uniar  ray  cxre  in  N'o vernier,  1914.  Examination 
showel  tha  pre5ence  of  numarous  gonococci,  man/  infected  follicles,  and  a 
prostatitis.  His  doctor  treated  his  prostate  under  my  direction,  and  from 
time  to  time  [  dastroyed  all  infected  follicles.  At  the  end  of  February, 
1915,  I  was  able  to  pass  him  as  cured,  bv  tha  complete  bacteriological  tests. 
I  saw  him  again  in  Juna,  1916,  as  ha  wanted  to  get  married,  and  again  put 
him  through  all  the  tests,  all  of  which  proved  negative.  ■^ 

55    CASE  TO   ILLUSTRATE  THE   VALUE   OF  HORSE   SERUM 
AXD    THE    INEFFICIENCY    OF    VACCINES, 

"An  "fficer  contracted  gonorrhoea  two  years  before  he  came  under  my 
care.  He  had  it  ver\'^  badly  for  eight  months,  during  which  time  he  was 
treated  by  vaccines.  At  the  eni  of  this  tima  the  vaccinist  told  him  he  was 
curei  and  allowed  him  to  get  married.  His  wife  at  once  developed  the  disease, 
and  ever  since  there  had  been  constant  relapses  in  both  victims,  though 
vaccines  had  been  administered  to  both  of  them  for  two  years. 

The  pitient  came  under  my  care,  on  January  loth  of  a  certain  year, 
very  much  run  do.vn  in  health  and  suffering  from  a  relapse  of  two  months' 
standing.  The  discharge  at  the  first  visit  showed  numerous  gonococci, 
despite  the  prolonged  vaccine  treatment ;  an  observation  confirmed  for 
ime  by  a  well-known  bacteriologist.     The  urine  contained   a_discharge   of 
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pus,  and  the  prostatic  fluid  was  full  of  pus.  The  left  vesicle  could  he  felt 
thickened  and  distended.  The  urethroscope  showed  four  infected  follicles, 
but  no  strictures.  I  destroyed  the  folhcles,  and  gave  a  daily  posterior 
irrigation  of  1  oCCO  Potassivm  Pemangsnate  till  January  21st,  by  -which 
tinr;e  the  urine  was  clear  of  purulent  haze.  1  administered  a  posterior  irrigation 
and  a  prostatic  n.asseje  e^€ly  thiid  day  till  February  10th.  As  there  was 
no  irrpioAement  in  the  prostatic  cor.diticn  and  the  patient  Mas  in  a  hurry 
to  get  lack  to  France,  1  put  him  to  bed  en  February  10th  and  gave  three 
sul cutaneous  injecticrs  ct  ncm  al  hcjse  serum  on  the  10th,  12th  and  14th 
of  Febiuary  at  -which  time  I  also  acn  inisteied  a  posterior  irrigation  and  a 
massage  e^ery  second  day.  The  effect  was  dramatic.  The  general  health 
which  had  I  een  very  bad  made  a  sudden  turn  for  the  better  after  the  first 
injection.  The  pain  in  the  picstate  and  the  s-welling  of  the  vesicle  dis- 
appeaied  in  three  days,  ard  en  Felruaiy  the  22nd,  twelve  days  from  starting 
the  sen  m,  I  was  able  to  pass  the  patient  as  completely  cured.  The  prostatic 
fluid  was  noim.al,  the  urine  clear,  and  the  urethra  healthy  as  seen  by  the 
urethroscope.  Total  tiire  of  cure,  five  weeks  from  first  visit,  after  two 
years  of  vaccine  treatnent.  This  case  illustrates  the  illusory  natuie  of 
vaccine  treatment,  the  haim  that  is  done  if  a  man  is  aUowed  to  get  married 
without  adequate  clinical  exemiinaticn  after  vaccine  treatn.ent,  the  diffculty 
of  curing  a  prostatitis  if  the  general  health  is  bad,  and  the  remarkable  effect 
of  fresh  serum  in  reactivating  the  tissues,  and  enabling  them  to  throw  off 
an  infection,  when  aided  by  adequate  local  treatment. 

56.  ACLTE    AISTERIOR    URETHRITIS    WITH    INFECTED 

FOLLICLES, 

Patient  seen  three  dajs  after  he  had  developed  an  acute  urethritis  proved 
by  the  tests  to  le  anterior.  Be  iirigated  himself  for  one  week  and  then 
reported  for  urethroscopy,  the  urine  being  quite  clear.  The  whole  canal 
was  healthy  except  for  one  laige  infected  iollicle,  one  inch  from  the  meatus, 
vhich  was  bulging  with  pus.  Ihis  was  completely  destroyed  by  the  operating 
prole,  and  the  patient  continued  his  iirigations  for  another  week.  Seen 
at  the  end  of  this  time,  he  was  passed  as  cured  and  told  to  leave  ofi  all 
treatment.     Seen  a  fortnight  later,  and  passed  as  completely  cured. 

57.  ACUTE    ANTERIOR    URETHRITIS    WITH    INFECTED 

FOLLICLES. 

A  doctor  went  with  a  woman,  four  days  later  developed  a  discharge* 
four  days  later  cam.e  to  see  m.e.  The  test  proved  an  anterior  urethritis. 
He  irrigated  himself  once  a  day  with  1  2CC0  Potassium  Peimanganete  and 
a  fortnight  later  cam.e  again.  Ihe  urine  m  as  clear,  but  urethroscopy  revealed 
the  presence  of  four  laige  infected  follicles  in  the  reef  of  the  penile  urethra, 
which  were  destroyed.  Ten  days  later  he  csm.e  again,  and  I  was  able  to 
teU  him  to  stop  treatment  and  to  pass  him  as  cured.  This  was  confirmiCd 
by  a  subsequent  visit  some  weeks  later. 

58.  ACUTE    ANTERIOR    URETHRITIS    WITH    INFECTED 

FOLLICLES. 

The  patient,  after  going  -with  a  -w  en  an,  had  had  discharge  for  ten  days. 
He  irrigated  him.self  for  ten  days  -with  1  2000  Potassium  Permanganate, 
and  on  his  return  with  a  clear  mine  -was  forr.d  to  have  numerous  infected 
follicles  on  the  roof  of  the  penile  uiethra.  Jlany  of  them  weie  destroyed. 
The  patient  went  on  irrigating,  erd  itycited  a  -week  later.  Three  infected 
follicles  still  remained,  -which  were  destroyed.  One  week  later,  founi  to 
be  cured  ;    confirmed  by  a  later  visit. 

69.  ACUTE    ANTERIOR    URETHRITIS    WITH    INFECTED 
FOLLICLES. 

The  patient  developed  urethritis,  and  sen  e  days  later  -w  as  put  on  irrigation 
tjCatment,   which   he  carried   cut  for  ten  days.     Inspection  then  repealed 
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many  infected  follicles.  These  needed  two  treatments  at  intervals  of  a 
week.  The  patient  was  then  passed  as  cured.  A  month  later,  1  eins?  of  a 
trusting  nature,  he  went  with  the  same  girl — such  is  the  fooUshness  of  youth 
— and  turned  up  promptly  with  a  fresh  attack.  One  week's  irrigation  made 
the  urine  clear,  when  inspection  revealed  a  single  infected  follicle.  This 
was  destroyed,  and  a  week  later  the  patient  was  passed  as  cured  of  his  second 
attack,  and  incidentally  gave  up  his  faith  in  women. 

60.  ACUTE    ANTERIOR    URETHRITIS    \\^TH    IXFECTED 
FOLLICLES. 

A  patient  came,  on  October  21st,  with  a  urethritis  of  two  days'  standing. 
Irrigation  with  1  2000  Potassium  Permanganate  one  week.  Urethros coped, 
one  infected  follicle  seen  and  destroyed.  Seen  one  week  later  and  passed 
as  cured.     Confirmed  by  a  later  visit. 

61.  ACUTE  iVNTERIOR  URETHRITIS  WITH  SOFT  STRICTURES. 
The  patient  had  had  connection  three  days  before,  and  for  the  last 
thirty-six  hours  had  noticed  a  fair  amount  of  urethral  discharge.  The  test 
showed  that  the  trouble  was  confined  to  the  anterior  urethra.  He  -w&a 
instructed  to  irrigate  for  himself.  Seen  nine  days  later  he  still  had  a  slight 
haze  in  his  urine.  He  therefore  went  on  with  his  own  irrigations  for  another 
twelve  days,  when  he  reported  again,  and  it  could  now  be  seen  that  though 
the  urine  was  clear  there  was  an  eirly  soft  stricture  two  inches  from  the 
moatus.  This  received  two  treatments  with  the  straight  KoUmann,  and 
at  the  end  of  another  ten  days  the  patient  was  passed  as  cured.  Total 
time  for  cure  thirty-one  days. 

62.  VASOSTOMY. 

A  New  Zealand  officer  came  under  my  care  on  January  14th,  with 
urethritis  of  one  month's  duration.  He  had  employed  irrigations  from 
the  very  first,  though  in  too  weak  strengths.  These  had  prevented  the 
disease  fro-n  spreading  bac'c  to  the  deap  urethra,  but  had  not  alto- 
gether allayed  the  discharge.  I  irrigated  for  three  days  with  1/4000 
Potassium  Permanganate,  until  the  urine  was  nearly  clear.  The  urethroscope 
then  revealed  the  presence  of  nim3ro  is  infected  follicles,  and  a  soft  stricture 
in  the  penile  urethra.  Two  treatments  with  the  Kollmann's  dilator  cured 
the  stricture,  and  I  was  then  able  to  destroy  the  follicles  on  January  26th, 
and  again  on  February  2nd.  Seen  on  February  8th,  he  was  passed  as  cured, 
and  told  to  stop  all  treatmsat.  Seen  again  February  13th  and  told  to  take 
alcohol.  Seen  again  March  20bh,  when  the  cure  was  again  confirmed. 
Time  of  cure,  eighteen  days  from  the  first  visit ;  number  of  treatments,  ten. 

On  May  1st,  the  patient  met  a  woman  in  Birmingham,  with  the  result 
that  he  developed  a  fresh  attack  of  urethritis.  He  tried  again  to  treat 
himself,  with  the  res\ilt  that  the  trouble  spread  back,  and  he  came  to  see 
me  again  on  May  19th.  He  had  then  returned  to  duty  and  was  only  able 
to  come  up  occasionally  for  treatmsnt.  A  right-sided  vesiculitis  developed, 
which  I  feared  might  prove  obstinate.  As  the  authorities  were  demanding 
his  speedy  cure,  I  oiTered  him  the  choice  of  vasostomy,  seeing  that  his  urethra 
seemed  to  be  clear  of  infected  follicles  and  strictures. 

On  June  28th,  I  exposed  the  right  vas,  opened  it,  and  washed  out  the 
right  vesicle  with  a  drachm  of  2%  Collargol.  I  repeated  this  wash  on  the 
29th,  the  30th,  and  again  on  July  3rd.  He  was  cured  forthwith,  and  had 
no  further  trouble,  and  was  able  to  resume  duty,  cured,  eleven  days  from 
the  date  of  his  operation, 

63.  VASOSTOMY. 

An  officer  developed  urethritis,  and  ten  days  later  developed  arthritils 
of  both  knee  joints.  He  was  treated  for  three  months  at  an  Army  hospital 
in  France  without  relief.  He  received  five  injections  of  vaccine,  each  of 
which  relieved  his  joint  pains  for  a  few  ho'ars  ;    but  in  a  day  or  two  the  joint 
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got  as  bad  as  ever  again.  He  had  had  no  prostatic  massage.  Examination 
showed  the  urine  full  of  pvis  and  gonococci,  double  vesicuUtis,  and  doubla 
arthritis  of  the  knee  joints,  which  made  him  a  cripple.  I  gave  him  posteriol 
irrigations  and  massage  of  the  prostate  on  four  consecutive  days,  with 
immediate  improvement  of  the  joint  condition.  On  October  loth  I  exposed 
the  vas  on  each  side  and  washed  out  both  vesicles  with  2%  Collargol. 
These  washes  I  repeated  three  times,  the  patient  being  in  bed,  and  I  gave 
a  posterior  irrigation  every  other  day.  The  patient  left  his  bed  on  November 
11th  completely  cared  of  his  urethritis,  and  with  his  joints  healed,  save 
for  a  few  adhesions.  I  examined  him  at  intervals  to  confirm  the  cure  up  to 
November  23rd,  during  which  time  he  had  his  adhesions  broken  down  and 
received  interrupted  faradism  to  the  muscles  of  the  legs.  He  was  able  to 
run  a  mile  by  the  beginning  of  December,  and  returned  fit  for  duty  shortly 
after. 

COMMENT    ONj  VASOSTOMY. 

We  owe  this  operation  to  Belfield,  of  Chicago,  who  has  performed  the 
operation  over  a  thousand  times.  I  think  it  is  a  mistake  to  resort  to  it 
except  in  resistant  cases  of  vesiculitis,  or  in  officers  who  must  get  cured 
quickly.  Many  cases  of  vesiculitis  do  well  enough  on  massage  and  bougie 
treatment.  If  the  vesicles  refuse  to  drain,  and  if  this  treatment  fails  after 
two  or  three  months'  trial,  and  especially  if  the  disease  is  confined  to  one 
vesicle  only,  then  I  think  we  should  urge  the  patient  to  ^^ndergo  th« 
operation. 

When  successful,  the  cures  are  very  quick  and  most  dramatic.  Sometimes 
the  operation  fails  to  cure,  but  this  is  only  when  we  get  a  poor  opening  in 
the  vas,  and  are  not  successful  in  washing  out  the  vesicle  at  least  three  times 
in  a  week. 

Isolate  the  vas  between  two  towel  clips,  cut  down  and  clear  it  thoroughly 
out  of  its  loose  areolar  sheath,  spread  it  on  the  handle  of  a  knife,  and  with 
a  sharp  tenotome  make  a  small  longitudinal  opening  into  its  lumen.  Pass  a 
piece  of  silkworm  gut  down  the  lumen  for  eight  or  nine  inches  to  determine 
that  the  lumen  is  clear.  Insert  a  special  canula  and  tie  it  in  place.  Put  a 
strip  of  india-rubber  sheeting  or  glove  under  the  vas  to  serve  as  a  sling. 
Wash  out  the  vesicle  through  the  canula  with  a  drachm  of  2%  Colloid  Silver 
or  Collargol.  Repeat  this  wash  the  next  day,  and  again  on  the  third  and 
fifth  days.  Then  remove  the  canula  and  allow  the  wound  to  heal.  The 
vesicle,  distended  by  wash,  can  be  felt  by  rectal  examination.  In  a  week 
the  vesicle  is  cared  if  the  washes  have  been  efficiently  carried  out. 

64.  CHRONIC    ANTERIOR    RELAPSING    URETHRITIS    FROM 

AN    INFECTED    FOLLICLE. 

A  native  of  Nottingham  contracted  urethritis,  and  for  fom*  years  under- 
went sundry  treatment  in  that  city  ;  yet  constantly  relapsed  with  yeUow 
discharge.  Wishing  to  get  married,  he  made  his  way  to  London  and  consulted 
me.  I  found  his  prostatic  fluid  healthy,  and  the  cause  of  his  relapse  two 
large  infected  foUicles  on  the  roof  of  the  btilb.  These  I  probed  successfully, 
and  thereby  was  enabled  to  cure  the  patient  in  one  sitting,  after  he  had 
had  four  years'  experience  of  blind  treatment,  the  urethroscope  not  having 
been  used  before  in  his  case.  He  is  now  the  happy  father  of  a  large  family, 
and  his  wife  has  had  no  trouble  of  any  kind, 

65.  CHRONIC    ANTERIOR    RELAPSING    URETHRITIS    FROM 

AN    INFECTED    FOLLICLE. 

A'native  of  Coventry  contracted  urethritis,  and  for  eight  months  ati  ended 
for  treatment  at  the  hands  of  an  old  student  who  had  learnt  some  urethral 
wisdom,  but  not  all.  For  eight  months  he  persisted  -with  anterior  irrigations 
which  always  caused  the  discharge  to  disappear  in  a  short  time,  but  just 
as  quickly  it  wovild  relapse  again.  Wishing  to  get  married,  at  the  ad\nce 
of  his  doctor  he  came  to  see  me.     Examination  showed  that  the  irrigations 
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had  kept  the  disease  confined  to  the  anterior  virethra  for  eight  months. 
The  cause  of  the  relapses  was  a  single  large  infected  folUcIe.  This  was 
destroyed,  and  the  patient  had  no  further  trouble,  got  married  and  Uved 
happily  ever  after. 

66.  FIBROUS    STRICTURE    CURED    BY    KOLLMANN'S    DILATORS. 

A  patient  developed  a  fibrous  stricture  of  gonococcal  origin  fifteen  years 
before  he  came  under  my  care.  He  had  passed  a  steel  bougie  once  a  month 
for  fifteen  years,  and  as  a  result  had  developed  a  colon  bacillus  infection 
of  his  prostate,  with  occasional  acute  febrile  relapses. 

The  lu-ethroscope  showed  a  fibrous  stricture  in  the  bulbous  urethra, 
which  formed  a  complete  fibrous  ring,  and  which  would  admit  a  number 
thirteen  bougie  on  the  English  scale. 

I  gave  liim  eight  treatments  with  the  KoUmann's  dilators,  until  the 
dial  read  forty-four  on  the  French  scale. 

I  have  inspected  his  urethra  once  a  year  for  five  years  since  that  time, 
and  there  is  no  longer  any  visible  sign  of  stricture,  and  he  has  needed  no 
further  dilatation  treatment. 

67.  STRICTURE    MISSED    BY    FAILURE    TO    USE    THE 
URETHROSCOPE. 

An  officer  contracted  urethritis,  and  for  six  months  attended  the  practice 
of  a  doctor  who  had  acquired  some  urethral  wisdom,  but  not  all.  He  was 
treated  by  massage  and  irrigations,  and  at  the  end  of  that  time  was  told 
that  he  was  cured.  Wishing  to  make  sure,  he  came  up  to  see  me  on  the 
advice  of  his  doctor.  Examination  showed  that  he  was  indeed  cured  of 
his  gonococcal  infection,  but  when  the  urethroscope  came  to  be  used  for 
the  first  time  it  could  be  seen  that  there  was  an  early  stricture  of  the  inter- 
mediate type  in  the  bulbous  urethra.  We  were  able  to  dilate  that  with 
KoUmann's  dilators,  and  save  the  patient  from  what  would  have  been  a 
troublesome  fibrous  stricture  in  after-life. 

68.  LEUKOPLAKIA. 

A  patient  came  under  my  care  in  April,  1914.  He  had  had  urethritis 
five  years  before,  and  had  attended  the  practice  of  eeveral  doctors  ;  all  of 
whom  had  painted  the  urethra  with  strong  silver  solutions.  The  urine 
was  full  of  floating  "  aeroplane  "  threads,  which  consisted  of  epithelial  cells 
and  mixed  cocci.     No  pus  cells  could  be  detected  and  no  gonococci. 

The  urethroscope  showed  dense  white  leukoplakic  patches  throughout 
the  canal.  The  matter  was  explained  to  the  patient,  and  he  decided  to 
leave  his  urethra  alone  in  the  future,  and  not  yield  it  up  to  the  patch  painters, 

69.  URETHRAL    POUCH. 

A  patient  turned  up  with  an  acute  anterior  urethritis.  Seven  days' 
irrigation  treatment  rendered  the  urine  clear.  The  urethroscope  showed 
an  absence  of  infected  follicles,  but  the  presence  of  a  large  congenital  pouch 
with  a  wide  mouth  on  the  floor  of  the  bulb. 

70.  MILLET    SEEDS. 

An  officer  developed  gonococcal  urethritis  in  February,  1916,  and  received 
much  strong  treatment  in  the  army  until  he  came  under  my  care  in  May. 
The  virethroscope  showed  the  lu-ethra  to  be  dotted  all  over  with  millet  seed 
bodies.  He  received  treatment  with  the  irrigating  KoUmann's  dilators  until 
the  middle  of  June,  when  he  appeared  to  le  cured.  He  reported  again  in 
December  1916,  when  m-ethroscopic  examination  showed  that  all  the  millet 
seed  todies  had  disappearad  and  the  pictiu-o  was  that  of  a  normal  urethra.  ^ 
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Appendix  XXIV. 

SrAraa'i-ic  of  Evtoa-io^  hialsi  in  jy  Mr.  Fa^s-s:  Kidd,  F.R.C.S.,  Assistant 
Sir^eon,  London  Haspital,  Member  of  the  International  Association  of 
Urology,  Collaborator  on  the  Zeitschrift  fur  Urologie,  Membre  de 
r  Association  Franjaise  d' Urologie  ;  assisted  in  the  collection  of  Statistics 
by  E.  C.  Lindsay,  F.R.C.S.,  G.  E.  Neligan,  F.R.C.S.,  A.  Gordon 
Luker,  F.R.C.S.,  Ed. 

I  or3D339  to  coaias  my  evidance  to  the  subject  of  urethritis,  which 
incliiBs  gonorrhiea,  and  to  approach  the  problem  as  a  surgeon  and  teacher 
at  a  general  hospital. 

Certain  figures  which  will  be  referred  to  in  the  text  are  based  on  the 
analysis  of  100  private  cases  of  urethritis  and  80  hospital  cases  taken 
consecutively. 

Introduction. 

The  urethra  is  by  nature  fitted  to  resist  the  ascent  of  bacteria  ;  but  one 
bacterium,  the  gonococcus  of  Neisser,  has  so  adapted  itself  that  it  is  able  to 
ascend  this  tvibe  successfully.  Certain  other  gern:s  do  ascend  the  urethra, 
but  less  commonly.  In  the  series  of  100  consecutive  cases  of  urethritis,  a 
gonococcus  was  found  in  84  cases,  a  streptococcus  in  5  cases,  a  staphylococcus 
in  11  cases. 

Imp'antation.- — ^The  gonococcus  is  implanted  during  the  act  of  coitus, 
just  inside  the  urethra.  Any  other  method  of  implantation  is  so  rare  as  to 
be  a  cin-iosity.  In  100  cases,  only  one  was  m.et  with  in  which  it  was  possible 
to  prove  that  the  germ  had  been  inoculated  from  drying  the  pa*-ts  with  an 
infected  towel.    I  have  never  met  with  a  case  contracted  from  a  water  closet. 

Incubation. — The  gonococcus  lies  apparently  dormant  for  a  period  of 
two  to  seven  days  (incubation  period),  dvu-ing  which  tim.e  it  is  in  reality 
multiplying  itself  until  it  tecom.es  n^any  myriads  of  germs.  (In  ISO  cases 
the  average  incubation  period  was  7  days,  the  shortest  1  day,  the  longest 
21  days.) 

At  the  end  of  the  incubation  period  the  germs  now  present  in  vast 
elaborate  poisonous  bodies  which  irritate  the  tissues  and  set  up  infiammation. 
As  a  result,  an  exudation  is  pom-ed  out  of  the  blood-vessels  into  the  luethra, 
which  exvidate  appears  at  the  opening  of  the  Luethra  as  a  yellow  purulent 
discharge.  The  vuine  passing  over  the  inflamed  luethra  causes  pain.  These 
two  facts  inform  the  victim  that  he  has  contracted  the  disease. 

During  the  incubation  period  the  victim  does  not  know  that  he  or  she 
has  any  infection,  and  in  many  cases  I  have  records  that  connections  with 
other  persons  have  taken  place  during  this  period,  with  consequent  spread 
of  the  disease.  In  this  way  married  men  or  women  who  have  gone  astray 
have  given  the  disease  to  their  wives  or  husbands  by  going  with  them  diu-ing 
the  incubation  period  before  they  have  realised  that  they  are  in  fact  infected 
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and  infectious.  In  180  cases,  24  married  men  were  found,  six  of  whom  had 
thus  given  it  to  their  wives.  Of  these  24  married  men  it  was  known  that 
15  had  contracted  it  from  women  other  than  their  wives.  The  remainder 
had  undoubtedly  got  it  from  their  wives  who  had  gone  astray. 

Inflammation. — ^The  inflammation  and  the  yellow  discharge  are  nature's 
attempt  to  throw  off  the  gonococci.  The  discharge  consists  largely  of 
"leucocytes,"  "pus  cells,"  or  "phagocytes,"  which  have  travelled  from 
the  blood  and  picked  up  large  numbers  of  germs  into  their  bodies,  destroyed 
them,  and  then  carried  them  out  of  the  body  in  the  discharge.  By  such 
means  natural  cure  takes  place  in  a  very  small  number  of  cases,  in  men  who 
have  by  nature  a  "  high  resisting  power  "  to  the  disease.  This,  however,  is 
exceptional.  Such  persons  are  one  of  the  obstacles  which  prevent  other 
less  resistant  persons  from  coming  up  for  early  treatment,  as  they  make 
light  of  the  disease  and  pour  ridicule  on  their  less  fortunate  friends  who, 
being  less  resistant,  are  inclined  to  seek  serious  treatment. 

In  the  majority  of  cases  (58  per  cent,  in  180  cases)  the  germs  spread 
upwards  until  they  reach  the  neck  of  the  bladder.  Now  the  urethra  is  not 
a  simple  tube  but  contains  many  side  tracks,  in  the  form  of  secreting  glands. 
The  disease  makes  its  way  into  these  glands,  and  especially  into  the  tubes 
of  the  prostatic  gland,  seminal  vesicles  and  testicles.  These  latter  glands 
are  concerned  in  the  elaboration  of  semen,  and  the  mouths  of  their  ducts 
empty  into  the  urethra  just  in  front  of  the  neck  of  the  bladder.  Other 
glands,  smaller  and  more  numerous,  empty  into  the  front  part  of  the  urethra 
and  are  concerned  in  the  secretion  of  mucus.  The  germs  also  sink  into  the 
tissues  that  surround  the  urethra.  For  these  reasons  it  is  not  possible, 
except  in  the  earliest  stages,  to  cure  the  disease  quickly  merely  by  washing 
the  surface  of  the  urethra  with  injections  or  irrigations  of  antiseptics. 

Chronic  Stage. — -If  left  to  itself  the  inflammation  of  the  urethra  and 
surrounding  glands  remains  acute  and  painful  for  a  period  of  five  to  eight 
weeks,  and  during  this  time  the  patient  may  feel  ill  and  is  often  feverish. 
If  feverish  he  ought  to  lie  up.  (In  most  cases  the  temperature  is  not  taken 
and  the  patient  sticks  to  his  work  under  great  difficulties  and  in  this  way 
the  disease  gets  a  further  hold  upon  him.)  At  the  end  of  this  period  the 
inflammation  dies  down,  the  fester  abates,  the  pain  ceases  and  the  discharge 
lessens.  In  a  certain  proportion  of  cases  at  this  time  natural  cure  occurs. 
But  in  a  large  majority  the  inflammation  or  the  disease  is  said  to  become 
"  chronic,"  that  is  to  say  the  patient  only  sees  a  little  yellow  or  wliite 
discharge  when  he  rises  from  bed  in  the  mornings,  and  he  experiences  no 
pain  or  discomfort.  This  discharge  may  not  be  noticed  for  weeks  or  even 
months  at  a  time,  and  the  patient  may  think  he  is  cured.  Then  he  may 
bring  on  the  discharge  again  by  drinking  in  excess  alcohol  or  by  copulation, 
or  by  horse-riding  or  bicycling.  In  a  few  days  the  discharge  disappears 
again  without  any  treatment.  It  is  interesting  to  note  at  this  point  that 
out  of  my  100  private  cases  only  25  per  cent,  were  in  the  chronic  stage  before 
coming  up  for  treatment,  whereas  in  the  80  hospital  cases  54  per  cent,  were 
already  in  the  chronic  stage. 

Latency. — How  is  it  that  this  chronicity  and  latency  can  occur  ?  The 
explanation  is  simple.  The  lu-ethra  itself  has  healed  up,  but  gonococci  still 
lurk  in  a  quiescent  state  in  the  tubules  of  the  uretliral  or  prostatic  glands, 
the  ducts  of  the  glands  being  temporarily  blocked  with  secretion.  After 
excess  of  any  kind  the  germs  increase  their  ^•irulence  for  a  few  days,  multiply 
again,  set  \ip  a  little  fresh  inflammation  and  then  burst  out  of  the  gland 
ducts  and  re-infect  the  healed  urethra.  Unless  this  were  so,  the  gonococcus 
would  have  died  out  long  ago.  This  germ  depends  for  its  existence  on  teing 
constantly  re-inoculated  on  fresh  tissues.  Very  few  men  would  kno\^ingly 
copulate  with  a  woman  if  they  were  suffering  from  an  obvious  yellow  discharge. 
(In  100  cases  only  one  had  done  so.)  It  was  therefore  necessary  for  the 
gonococcus  to  develop  this  power  of  latency,  so  as  to  delude  its  victim  into 
thinlting  he  or  she  was  cured  and  therefore  could  safely  copiilate  without 
the  risk  of  infecting  others. 
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I  have  laboured  this  point,  because  it  is  one  of  the  most  important  facts 
in  connaction  with  this  disease,  explaining  as  it  does  why  it  is  so  widespread 
and  so  resistant  to  any  efforts  made  to  stamp  it  out  of  a  population. 

In  ;his  the  di-ease  differs  in  toto  as  a  problem  from  the  problem  of  syphilis. 
In  the  case  of  syphilis  we  now  have  a  treatment  which  renders  the  syphilitic 
non-infectious  in  a  few  weeks  or  months.  By  early  and  efficient  treatment 
which  is  quick  and  easy,  we  could  undoubtedly  soon  stamp  out  syphilis 
from  a  closed  population.  But  in  the  case  of  gonorrhoea,  efficient  treatment 
may  take  many  months,  and  more  expert  knowledge  or  larger  experience  is 
required  to  say  that  a  patient  is  non-infectious  :  the  tests  are  more  difficult, 
need  to  be  repeated  several  times,  and  take  more  time  to  perform  ;  and, 
as  we  have  seen,  the  large  number  of  "  gonosoccus-carriers  "  are  quite  vinaware 
that  they  do  harbour  the  infection.  It  would  therefore  take  many  years, 
and  knowledge  of  the  latency  of  the  disease  would  have  to  be  very  widespread, 
before  it  would  be  possible  to  stamp  out  the  gonococcus  simply  by  treating 
the  infected  members  of  the  population. 

Instances  taken  at  random  from  a  series  of  100  cases  may  be  quoted  here 
to  sh^w  the  extraordinary  latency  of  the  disease  and  how  long  a  man  may 
remain  infectious.  The  average  duration  of  25  chronic  cases  (100  private 
cases)  before  they  came  up  for  my  treatment  was  54  months.  The  longest 
duration  was  13  years  and  the  shortest  11  weeks.  Yet  all  were  cured  by 
modern  treatment  in  a  time  measured  by  months.  Four  to  five  years  was 
quite  a  common  history.  It  is  to  be  remembered  that  many  of  these  had 
copulated  frequently  during  these  times,  having  been  deluded  into  thinking 
they  were  curel.  ^Tevertheless  in  some  untreated  cases  the  gonococcus  does 
eventuallv  die  out,  in  the  majority  of  such  cases  within  two  years  of  the 
onset  of  infection. 

There  are  many  other  reasons  at  work  which  make  it  so  hard  to  bring 
the  victim  to  the  trained  worker  who  is  capable  of  curing  the  disease,  of  which 
the  following  may  be  taken  as  examples  : — 

(1)  Young    men    have    until    lately    treated    the   disease    as   scrr.ething 

laughable. 

(2)  Alcohol  must  be  given  up  during  treatment  and  this   "  gives  the 

patient  away."     The  patient  finds  it  hard  to  put  himself  under  the 
care  of  one  who  he  knows  will  forbid  alcohol  absolutely. 

(3)  People  do  not  know  of  the  disease's  latency. 

(4)  Doctors  for  the  most  part  have  not  as  yet  been  trained  in  the  modern 
knowledge  of  the  disease  and  tend  to  make  light  of  it.  This  is 
due  to  faulty  hospital  organisation,  and  the  refusal  in  England  to 
encourage  specialisation  at  the  general  hospitals.       i 

(5)  Some  religious  doctors  look  upon  the  disease  as  a  punishment  and 
refuse  to  treat  it- 

Com  plications . 

I  shall  only  describe  the  common  complications  of  the  disease  and  those 
which  render  it  a  social  and  economic  evil. 

E'jes. — The  worst  of  all  the  complications  is  ophthalmia.  Discharge  is 
conveyed  to  the  eyes  of  the  patient  by  his  own  hands  or  from  infected  towels, 
or  to  the  eyes  of  the  children  during  childbirth  or  from  infected  towels.  In 
children  it  used  to  be  a  common  cause  of  blindness,  but  this  is  ceasing  to  be 
so  owing  to  the  fact  that  midwives  have  been  taught  to  wash  out  the  eyes 
witli  silver  nitrate  as  a  routine  measure  immediately  after  birth.  In  adults 
the  ophthalmia  is  less  common,  but  when  it  does  occur  it  is  more  disastrous 
in  its  consequences  and  may  mean  complete  loss  of  one  or  both  eyes.  At 
the  London  Hospital  in  the  last  six  years  200  infants  with  gonococcal 
ophthalmia  were  treated  in  the  ophthalmic  ward,  of  whom  48  went  out  with 
the  eyes  permanently  damaged,  and  five  actually  died.  This  complication 
is  the  most  terrible  of  all,  not  only  because  it  produces  blindness,  but  also 
because  it  is  far  more  connDuly  seen  in  innocent  victims  than  any  other 
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complication  of  the  disease.  Iritis  is  another  troublesome  and  painful  eye 
complication,  and  occurs  in  1  per  cent,  of  cases. 

Joints. — At  any  time  in  the  course  of  tie  diteete  early  or  late  the  gem.s 
can  get  into  the  blocd  in  a  ceitain  numl  er  of  patients  with  loM  resisting  j ower 
(10  out  of  180  =  5^  per  cent.)  and  are  thus  carried  to  the  joints,  wheie  they 
set  up  acute  or  chronic  inflammation  of  these  stiuctuies.  As  the  inflen  mation 
subsides  the  joints  may  become  completely  fixed,  or  remain  so  stiff  as  to 
render  the  patient  a  life-long  cripple  unfit  to  voik  at  all  or  only  fit  for  hght 
jobs.  In  my  practice  many  cases  of  joint  infection  have  been  encounteied 
and  have  been  ciu-ed  by  proper  treatm.ent.  Yet  of  these  eon.e  had  been 
for  several  years  unable  to  \\  oik,  and  in  m,any  cases  no  one  v  ho  had  previously 
seen  the  cases  had  1  ad  any  idea  that  the  cause  of  the  joint  infection  was 
the  gonococcus  and  that  the  trouble  was  cuiable.  Accoiding  to  miy  notes 
such  cases  had  been  called  "  rheumatic  gout,"  "  osteo  aithiitis,"  "  il  evn  atic 
arthritis,"  "lumbago,"  "sciatica."  Cne  men,  a  caipenter,  lad  done  no 
work  for  two  years,  and  after  four  m.onths'  tieatn  ent  I  sent  him  back  to 
work  completely  cured.  Another  had  leen  a  cripple  for  four  years,  but 
after  I  had  proved  that  the  trouble  was  the  g cncccctus  luiking  in  the  eeniinal 
glands,  and  had  applied  three  months'  treatment  to  the  source  of  the  troulle, 
the  joints  recovered,  and  the  patient  could  walk  20  n.iles  -with  ease. 

Ko  adequate  figuics  can  be  obtained  to  show  how  n,any  cases  of  chicnic 
arthritis  are  due  to  a  latent  goncccccal  infection  but  weie  proper  genito- 
urinary clinics  established  at  the  teaching  hospitals  such  fij.uies  would  fccn 
become  available.  Nevertheless  theie  can  be  little  doult  that  a  large  en  ount 
of  economic  time  is  lost  to  the  State  yearly  by  the  nun.ler  of  chronic 
gonorrhopal  joint  cases  that  are  allow  ed  to  drift  on  w  ithout  adequate  treatment 
till  they  can  do  no  work  at  all. 

These  joint  cases  usually  ha\c  no  \irethral  discharge,  and  their  urine 
may  be  quite  clear  ;  yet  w  hen  the  contents  of  the  seminal  \  esiclcs  are  expressed 
and  examined  microscopically  they  are  found  to  le  full  of  pus  and  gonococci. 
This  fact  is  not  sufiiciently  recognised  and  explains  the  ccn  n.on  failure  to 
make  a  correct  diagnosis. 

Sicrility.- — When  the  disease  spreads  to  loth  testicles  (epididj'mitis)  the 
patient  is  sometimes  rendered  sterile,  as  the  passapes  ly  which  the  ten. en 
makes  its  way  to  the  surface  becom.e  blocked  by  inflammatory  fibrous  tissue. 
Epididymitis  occiuTcd  in  28  cases  out  of  180  (  -  15  per  cent.)  of  the  male 
cases,  and  double  epididymitis  only  in  4  out  of  180  ( =  2  per  cent.).  The 
disease  is  therefore  an  uncom.m.on  cause  of  sterility  in  males. 

In  females  the  disease  spreads  to  both  ovarian  tul  es  in  a  larger  proportion 
of  cases  than  in  males.  It  is  thcrcfoie  a  com.m.on  cause  of  sterility  in  females. 
I  may  quote  in  this  coimection  certain  figures  given  by  Korris. 

In  3,500  cases  operated  on  for  inflamed  ovaries  the  gonococcus  was 
demonstrated  in  718,  i.e.,  17.4  per  cent.  The  actual  incidence  of  this  geim 
is  much  greater  because 

(1)  In  about  60  per  cent,  of  cases  the  cultvu-es  remained  sterile  ; 

(2)  In    about   4   per   cent,    only   were   streptococci   and   staphylococci 

demonstrated. 

17 

Therefore,  by  a  simple  process  of  deduction of  the  60  per  cent. 

17  +  4 
sterile  were  due  to  the  gonococcus,  that  is  alout  48  per  cent.     Adding  this 
on  to  the  17.4  per  cent,  proven  cases,  it  brings  the  prol  able  incidence  up  to 
nearly  70  per  cent.     These  figures  are  below  the  estirr.ated  percentage  of 
most  eminent  authorities. 

In  addition  (1)  many  cases  of  gonorrhoea!  salpingitis  occur  in  which  no 
operation  takes  place,  as  they  quieten  down  with  expectant  treatment. 

(2)  In  some  cases  of  acute  pelvic  inflamm.ation  the  gonococcus  cannot  be 
detected  in  the  intra -peritoneal  or  intra-tubal  pus,  but  can  be  easily 
demonstrated  in  the  luethra  or  cervix. 
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Stricture. — ^In  a  large  number  of  cases  in  the  male,  though  the  gonococcus 
itself  dies  out  in  the  coarse  of  two  years,  and  the  patients  cease  to  be  "  gono- 
coccas  carriers,"  yet  there  are  left  behind  patches  of  fibrous  tissue  the  result  of 
excessive  natural  repair  ("scar-tissue").  These  scars  contract  and  so  make 
narrower  the  lumen  of  the  urethra  till  only  a  pin-point  opening  is  left  tlirough 
which  the  uriae  can  find  its  way.  These  scars  of  healing  are  called 
••strictures." 

Strictures  do  occur  in  the  female  urethra,  but  far  less  commonly  than  in 
the  male. 

In  10  years  into  the  Lonlon  H33pital  were  admitted  894  cases  of  stricture, 
and  into  tivo  other  large  general  hospitals  876  cases  of  stricture.  As  only 
the  mast  severe  form?  of  stricture  are  admitted,  these  figures  give  no  idea 
of  the  wide  extent  of  the  lesser  forms  of  stricture.  No  figures  are  available 
on  this  point.  The  mortality  from  the  operations  on  these  strictures  was 
6  per  cent.  Bit  more  important  still,  a  stricture  produces  back  pressm-e  on 
the  kidneys,  and  gradually  the  kidneys  are  pressed  out  of  existence.  This 
process  miy  take  10  to  2d  years,  but  inevitably,  in  time,  the  stricture  proves 
fatal  by  destroying  the  kidneys,  and  the  man's  life  is  cut  short.  Out  of 
110  cases,  7  per  cent,  already  had  strictures  when  they  came  up  for  treatment. 
In  a  moiern  genito-urinary  clinic  strictures  can  be  detected  in  the  early 
stages  by  the  urethroscope  and  then  can  be  permanently  cured.  But  as  a 
general  rule  in  English  hospitals  at  the  present  time  they  are  not  detected 
till  years  later,  when  it  is  only  possible  to  keep  them  open  and  so  save  the 
kidneys.  The  urethroscope  is  not  used  as  a  routine  measure  by  the  majority 
of  English  surgeons.  The  old-fashioned  treatment  of  stricture  in  vogue 
at  most  English  hospitals  means  countless  attendances  at  hospital  on  the  part 
of  the  patient  with  countless  hours  off  work.  I  reckon  that  a  man  with  a 
late  stricture  under  these  methods  spends  at  least  one  week  in  hospital  every 
three  years,  and  an  average  of  15  days  in  the  out-patient  department  every 
year.  This  loss  of  time  could  all  have  been  avoided  if  the  patient  had  been 
treated  by  modern  scientific  methods  when  he  first  contracted  the  disease  in  a 
properly  organised  genito-urinary  department.  In  such  a  department  as 
the  John  Hopkins  Hospital,  Baltimore,  Young  treated  225  cases  without  a 
death,  and  with  complete  cure  in  75  per  cent,  after  six  months'  out-patient 
treatment, 

I  will  close  this  portion  of  the  evidence  by  noting  certain  interesting 
points  that  emerged  from  the  analysis  of  180  cases  of  the  disease, 

^.Nwn'ier  of  4.ttacks. — Thirty  per  cent,  had  had  the  disease  more  than  once, 
and  many  had  had  it  four  or  five  times.  One  attack  confers  no  immunity 
whatever  to  subsequent  infection.  A  man  may  be  cured  and  may  contract 
the  disease  again  next  week. 

Previous  Treatment. — As  regards  previous  treatment,  out  of  the  80  hospital 
patients,  39  had  had  no  previous  treatment.  Amongst  these  the  average 
time  before  applying  for  any  treatment  was  6.V  weeks,  the  longest  11  months, 
the  shortest  three  days.  Thirty  patients  had  already  applied  to  panel 
■doctors  for  treatment,  and  none  of  them  had  been  examined  by  modern 
met'iods.  Their  treatment  had  been  sandal-wood  oil,  or  other  so-called 
urinary  antiseptics  by  the  movith,  and  in  a  few  cases  urethral  injections 
had  been  ordered,  but  in  quite  haphazard  fashion.  Eleven  patients  had 
been  treated  by  chemists,  and  their  treatment  had  been  exactly  the  same 
as  that  prescribed  by  the  doctors. 

It  is  useless  forbidding  chemists  to  treat  the  disease  luitil  the  profession 
has  been  trained  to  treat  it  better  than  the  chemists. 

Real  Condition  when  seen. — It  is  of  interest  to  note  the  real  condition 
of  the  patients  when  first  seen  and  examined  by  modern  methods.  Of  the 
80  hospital  patients,  only  in  23  was  the  disease  still  confined  to  the  "  anterior  " 
urethra,  and  therefore  amenable  to  rapid  cure  (three  to  four  weeks),  whereas 
in  57  it  had  already  spread  to  the  "posterior  urethra"  and  prostate,  and 
must  of  necessity  take  three  to  fom*  months  to  cure. 

Of  the  100  private  eases,  in  39  the  disease  was  stiU  "  anterior,"  and  in  61 
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it  had  already  become  "  posterior."  Tliis  is  because  the  better-class  patient 
applies  for  relief  earUer. 

The  same  fact  is  reflected  in  the  time  taken  for  cure.  In  the  100  private 
cases  the  average  time  for  cure  was  5^  weeks,  but  in  the  80  hospital  cases 
it  was  10  weeks.  Other  factors  heie  are  the  better  conditions  of  life  in  the 
private  cases  and  greater  ability  to  le&t.  Jn  the  ICO  private  cases  the  shortest 
time  for  cure  was  three  days  and  the  longest  II  months  (one  case  only  over 
six  months).  In  the  80  hospital  caees  the  shortest  time  was  four  weeks 
and  the  longest  five  months. 

Attitude  of  Patient.- — The  difference  in  the  attitude  towards  the  dieeaEs 
and  wish  for  cure  of  the  different  classes  of  fatient  is  m.aiked.  In  the  100 
private  cases  all  but  one  were  anxious  to  be  cuied,  attended  legularly,  and 
all  but  one  were  completely  cured.  In  the  80  hospital  cases,  only  42  attended 
regidarlj'  and  were  anxious  to  be  cured.  These  42  were  as  anxious  as  the 
private  patients,  and  many  came  to  the  London  Hos^pital  from  such  distant 
places  as  Southend,  Chatham,  and  J^ewmaiket,  and  waited  for  seme  houis 
once  or  twice  a  week  so  as  to  get  cured.  The  remaining  29  ceased  to  attend 
after  an  average  of  two  visits.  ScmiC  of  these  were  symptcmatically  cured, 
and  did  not  care  to  wait  for  a  complete  cure,  but  went  back  into  the 
population,  and  are  undoubtedly  affecting  otheis.  ^ucli  cases  could  be 
followed  up  by  a  proper  almoner  system  in  a  jienito-urinaiy  clinic. 

Time  off  Work. — As  regards  the  "  tin.e  off  woik  "  caused  by  the  disease 
evidence  was  obtained  from  16  out  of  the  80  out-patients.  The  average 
time  off  work  in  these  16  cases  was  23  weeks,  the  thoitest  one  week,  the 
longest  tliree  years.  Joint  complications  and  strictuies  aie  the  two  chief 
causes  of  prolonging  the  time  off  w  ork. 

Alcohol.- — The  effect  of  alcohol  as  a  common  predisposing  cause  to  the 
disease  is  shown  by  the  fact  that  of  the  100  private  cases  18  had  ne\er 
copulated  before,  and  Jiad  only  done  so  because  they  had  got  drunk  after 
an  exciting  football  match. 

The  Question  of  Marriage  and   Urethritis, 

Quite  a  number  of  patients  ha^e  come  to  me  either  on  their  wedding 
day,  or  a  few  weeks  before  it,  who  have  been  told  by  their  doctors  that  they 
are  cured  and  need  not  worry,  and  yet  when  I  have  come  to  examine  them 
I  have  found  disease  present.  It  is  usually  too  late  to  put  the  mairiage  off, 
and  in  most  of  these  cases  I  have  been  able  to  persuade  the  patient  himself 
to  tell  his  fiancee,  to  refrain  from  connection  and  to  attend  regularly  for 
treatment  until  he  is  cured.  By  this  means  many  a  hom.e  has  leen  saved 
from  ruin  at  the  very  threshold.  Of  couise,  if  he  refuses  to  do  so  I  can  do 
nothing  more,  as  a  doctor  must  never  tell  any  facts  about  his  patient  to  a 
third  person.  I  hope  the  law  will  never  be  altered  on  tliis  point,  and  even 
if  it  were  I  should  steadfastly  refuse  e^er  to  chviilfc  piolessicnal  seciets 
to  a  third  person. 

In  the  future  the  ideal  prospective  son-in-law  will  willingly  submit 
himself  to  examination  before  entering  upon  matrin;cny.  This  is  becoming 
a  common  practice  in  America.  It  is  difficult  in  England  at  present,  owing 
to  the  scarcity  of  trained  urologists,  but  that  this  custcm  will  grow  I  am 
convinced. 

When  a  man  is  about  to  be  married,  and  has  recently  suffered  froni 
gonorrhoea,  and  is  under  my  treatment,  I  apply  to  him  w  hat  I  call  the  marriage 
test.  This  consists  in  the  complete  bacteriological  investigation  by  a  trained 
bacteriologist  of  the  contents  of  the  seminal  glands  secured  under  aseptic 
precautions  on  at  least  three  different  occasions.  I  have  never  jet  had 
occasion  for  regret  in  sanctioning  matrimony  after  I  haAC  tried  this  test. 
My  friend  Dr.  Wliitney,  of  Boston,  U.S.A.,  has  examined  1,260  of  liis  cases 
by  this  test  after  three  to  four  months  of  modem  treatment.  Only  6  per 
cent,  still  showed  that  the  gonococcus  was  present.  These  were  suimitted 
to  further  treatment   imtil  the  gonococcus  could  not  be  found.     He  has 
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followed  these  cases  up  and  there  has  been  no  trouble  afterwards  in  marriage. 
This  test  is  at  present  the  most  satisfactory  marriage  test.  The  "  complement 
fixation"  test  and  other  blood  tests  are  at  present  not  sufficiently  proven 
to  be  taken  as  guides  when  considering  the  question  of  marriage. 

Women  often  develop  a  vaginal  discharge  a  few  days  after  marriage, 
and  the  husband  is  often  accused  of  having  given  the  wife  gonorrhoea.  This, 
of  course,  is  often  the  case,  but  the  other  side  of  the  question  should  also 
receive  attention.  I  have  often  been  able  to  prove  that  such  a  discharge 
coming  on  shortly  after  marriage  has  not  been  an  infection  from  the  man  at 
all,  and  has  been  due  to  the  tearing  of  the  parts  incidental  to  the  marriage 
rites.  For  instance,  a  woman  developed  such  a  vaginal  discharge  wliich 
had  persisted  for  two  years.  The  husband  had  had  gonorrhoea  two  years 
before  marriage.  He  was  sent  to  me  to  be  examined,  and  I  found  that  he  was 
absolutely  healthy,  yet  he  had  been  accused  of  giving  his  wife  the  discharge. 

Another  curious  fact  about  marriage  is  this.  I  have  a  fair  nimaber^of 
patients  in  whom  both  the  wife  and  the  husband  are  carriers  of  gonococcus, 
yet  the  wife  will  never  have  any  unpleasant  symptoms  and  the  man  will 
only  develop  a  uretliral  discharge  for  a  few  days  once  a  year  or  even  less. 
It  does  not,  therefore,  always  follow  that  the  gonococcus  will  cause  any 
trouble  between  the  husband  and  wife.  Some  of  the  family  tragedies  caused 
by  the  disease  are  well  illustrated  by  the  following  case,  which  is  one  taken 
out  of  many  similar  cases; — A  man  had  gonorrhcea  13  years  ago.  He  was 
told  he  was  cm-ed.  He  got  married  10  years  ago.  Ever  since  his  wife  has 
been  a  cripple  from  clironic  joint  affections,  and  from  inflammation  of  the 
ovaries.  The  children's  eyes  were  infected  and  the  man  himself  now  has 
a  severe  form  of  stricture.  He  only  applies  for  proper  treatment  13  years 
from  the  start  of  his  disease  and  the  cause  of  all  his  wife's  trouble  only  then 
becomes  evident. 

Various  isolated  Fads  of  Interest. 

There  is  one  type  of  doctor  who  refuses  to  treat  the  disease^^and  simply 
gives  his  patient  a  moral  discoiu^e, 

I  have  instances  of  this.  One  doctor  actually  w^rote  to  a  patient  saying  : 
"  You  have  had  the  disease  one  year  and  I  hope  it  may  plague  you  many 
more  to  punish  you  for  yotu*  sins,  and  I  would  not  think  of  treating  you." 
Such  an  attitude  on  the  part  of  medical  men  is  lamentable.  Tliere  is  another 
type  of  doctor  who  simply  says  "  Let  it  rip,"  and  alleges  that  there  is  no 
need  for  treatment. 

Another  fact  is  how  large  a  part  alcohol  plays  in  the  spread  of  the  disease. 
A  large  percentage  of  Englishmen  only  contract  tins  disease  when  they  are 
"  in  wine,"  as  long  as  they  keep  off  alcohol  they  usually  do  not  copulate. 
Again,  a  man  may  copulate  when  not  in  wine  with  an  infected  woman  and 
will  not  contract  the  disease,  whereas  if  he  goes  with  the  same  woman  when 
he  is  "  in  wine  "  he  will  do  so.  The  campaign  against  alcohol  has  already 
produced  well-marked  results  in  the  increase  of  temperance.  It  is  interesting 
to  know  that  it  also  largely  helps  the  campaign  against  venereal  disease. 

Treatment. 

Up  to  the  last  few  years  very  little  attention  has  been  paid  in  England 
to  the  treatment  of  m-ethritis  as  compared  with  the  large  amount  of  attention 
paid  to  the  subject  in  Germany,  France,  and  America.  Abroad  the  disease 
has  been  studied  in  a  scientific  manner,  and  the  treatment  has  been  revolu- 
tionised and  made  more  effective.  This  new  treatment  is  well  known  to  and  is 
practised  by  a  certain  number  of  specialists  in  this  coiuitry,  but  to  the 
profession  at  large  it  is  as  yet  a  closed  book.  One  of  the  reasons  for  this  is 
as  follows  :  There  is  a  large  demand  abroad  for  doctors  well  qualified  to 
treat  the  disease  on  modem  lines  ;  but  in  England  the  demand  is  less  urgent. 
Abroad  the  disease  is  looked  upon  as  a  nuisance,  whereas  in  England  the 
man  is  ashamed  of  it,  tries  to  hide  it  from  his  family  doctor  and  from  his 
parents,  and  tends  to  get  into  the  hands  of  chemists  and  quacks. 
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All  the  same  the  general  public  are  at  length  awakening  to  the  fact  that 
the  disease  is  not  a  trivial  thing  and  one  easy  to  treat,  but  that  it  is  a  disease 
for  which  to  seek  special  advice.  The  difficulty  is  for  the  patient  to  find  a 
speciahst.  In  Germany  a  doctor  is  allowed  to  put  up  his  speciality  on  his 
plate,  and  the  patient  knows  if  he  is  going  to  an  expert.  In  England  it  is 
very  difficult  for  a  patient  to  know  whether  the  doctor  has  had  any  special 
experience  of  this  or  any  other  particular  disease. 

Again,  there  are  few  temptations  for  the  better  class  of  doctor  to  take 
up  the  treatment  of  this  disease.  It  requires  some  years  of  special  training, 
great  application  with  no  certainty  of  adequate  reward  at  the  end,  and  a 
certain  stigma  seems  to  attach  to  any  man  who  is  known  as  a  speciahst  in 
this  line. 

Another  reason  is  the  pecuhar  organisation  of  the  out-patient  departments 
in  English  hospitals.  Gonorrlioea  has  been  supposed  to  be  treated  until 
recently  entirely  by  the  general  surgeon,  who  as  a  general  rule  employs  the 
old-fashioned  treatment  of  the  EngUsh  text-books.  The  patients  do  not 
do  well  and  soon  cease  to  attend.  That  this  is  so,  and  that  proper  treatment 
soon  attracts  a  large  number  of  cases,  is  shown  by  the  following  figures  . — 
During  the  six  months  January-June  1914,  154  cases  of  urethritis  attended 
the  out-patient  department  of  the  London  Hospital,  and  of  these  108  came 
under  my  personal  care.  As  there  are  six  out-patient  surgeons  my  proper 
share  of  cases  should  have  been  only  25  cases.  The  old-fashioned  treatment 
was  of  two  kinds  :  first  there  was  the  "  do  nothing  "  school  who  trusted 
to  bodily  rest,  and  the  administration  of  sandal-wood  oil  by  the  mouth, 
and  who  taught  that  it  was  a  crime  to  use  local  treatment  by  injections  during 
the  first  few  weeks  of  the  disease.  This  was  a  particularly  fatal  doctrine. 
In  the  first  place  it  has  been  proved  conclusively  that  sandal-wood  oil  has  no 
effect  whatever  in  curing  the  disease,  though  it  has  a  well-marked  effect 
in  alleviating  the  symptoms.  This  is  how  it  has  attained  its  reputation, 
but  it  is  a  somewhat  dangerous  and  very  expensive  drug.  For  instance, 
one  of  my  patients  had  spent  £30  on  sandal-wood  oil  without  the  slightest 
effect  on  liis  disease  before  coming  under  my  care.  In  the  second  place  by 
omitting  local  treatment  by  injections  for  the  first  few  weeks,  the  disease 
is  allowed  to  ascend  into  the  bladder,  and  the  favourable  opportunity  is 
lost  during  which  it  is  possible  to  cut  short  the  disease  in  two  or  three  weeks. 
The  popular  teaching  was  that  injections  "  drive  the  disease  back,"  whereas 
of  course,  the  disease  goes  back  naturally,  and,  as  is  shown  by  my  figures, 
early  local  treatment  gives  the  most  favourable  results.  Of  my  100  cases 
39  came  up  in  the  early  stages  favourable  for  quick  cure  by  irrigations,  and 
all  of  them  were  cured  in  less  than  six  weeks,  16  within  three  weeks,  13  within 
less  than  a  week.  The  earlier  the  case  was  seen  the  quicker  it  was  cured 
by  immediate  and  regular  irrigations  checked  by  a  final  urethroscopic 
examination. 

The  second  school  did  use  injections  in  the  early  stages,  but  they  did  not 
understand  how  to  separate  the  favourable  cases  for  injections  from  the 
unfavourable.  The  injections  were  usually  either  too  weak  or  too  strong, 
or  of  an  inappropriate  nature,  or  improperly  applied.  The  patient  was  not 
taught  how  to  inject  nor,  more  important  still,  how  to  sterilise  his  syringe. 
Hence  has  arisen  the  idea  that  gonorrhoea  is  an  incurable  disease,  and  tliis 
is  still  taught  by  many  general  surgeons  who  have  not  followed  out  their 
cases  in  a  modem  scientific  manner.  As  a  matter  of  fact  all  cases  of 
gonorrhcpa  are  curable,  as  is  shown  by  my  series  of  1 00  cases  taken  at  random, 
of  whom  99  were  cured.  The  remaining  case  refused  treatment  after  one 
examination,  and  went  straight  home  and  gave  it  to  his  wife.  It  has  been 
impossible  for  the  teachers  in  the  out-patients'  department  of  the  hospitals  '  o 
study  the  disease  in  a  modem  manner,  because  each  surgeon  is  expected 
to  see  all  kinds  of  surgical  cases  in  a  single  room  completely  unequipped 
with  any  kind  of  instrument  suitable  for  examination  or  treatment  of  this 
disease  on  modem  lines.  He  is  also  expected  to  see  far  too  many  cases, 
and  his  energy  is  sapped.     For  the  treatment  of  such  a  difficult  disease 
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special  rooms  are  required  adequately  equipped  with  suitable  apparatus, 
and  special  arrangements  have  to  be  made  for  continuous  treatment  carried 
out  regularly  over  weeks  or  months. 

They  have  long  ago  found  this  out  abroad,  especially  in  Germany.  For 
instance,  in  Berlin,  the  two  great  teaching  hospitals  are  expected  to  take 
as  many  cases  as  the  number  of  their  assistants  and  the  size  of  their  buildings 
will  allow  to  be  adequately  treated  and  taught  upon.  There  is  naturally  a 
large  overflow  of  cases  which  cannot  be  treated  at  the  teaching  hospital. 
The  mmiicipaUty  consider  it  their  duty  to  arrange  for  the  treatment  of  the 
overflow  cases.  Immense  municipal  hospitals  are  built  adequately  staffed, 
the  staff  adequately  paid,  and  every  case  that  camaot  be  treated  at  the 
teacliing  hospitals  is  expected  to  attend  the  mmiicipal  hospital  imtil  signed 
up  as  cured.  There  is  also  another  system  in  use  for  the  slighter  cases  of 
tu-ethritis.  The  insmred  workers  are  apportioned  out  among  the  urinary 
speciahsts,  many  of  whom  keep  a  special  room  apart  from  their  private 
consulting  room  in  a  poorer  part  of  the  city,  where  they  agree  to  take  a 
certain  nmnber  of  insvired  workers  and  treat  them  at  a  very  smaU  fee  per  head. 
I  now  propose  to  give  a  short  outline  of  modern  treatment  as  developed 
cliiefly  in  Germany,  France,  and  America,  and  mitil  recently  but  Uttle 
practised  in  this  country  except  by  a  few  speciahsts.  I  especially  wish  to 
show  that  modern  treatment  takes  each  case  as  a  separate  pathological 
problem  to  be  worked  out  by  exact  and  acciuate  scientific  methods,  and  to  be 
cured  by  accurate  and  scientific  treatment.  I  wish  to  show  how  long  a 
period  is  required  to  cm-e  each  case,  how  much  personal  attention,  actual 
hours  of  work  are  needed  on  the  part  of  the  treater.  For  the  modem 
treatment  a  small  room  is  required  specially  fitted  up  to  treat  vu-etloritis  and 
nothuig  else.  It  must  contain  a  couch,  a  table,  a  sink,  a  sterihzer,  a  wall 
irrigator,  a  m-ethroscope  and  an  assortment  of  dilators,  and  a  microscope. 
The  very  lowest  cost  of  fitting  up  such  a  room  is  about  £80  to  £100.  When 
the  patient  attends  for  the  fii-st  time,  an  accurate  diagnosis  has  to  be  made 
as  to  the  stage  of  the  disease,  as  to  how  far  it  has  spread  into  the  deeper 
parts  and  in  what  glands  it  is  pocketing,  and  any  other  comphcations.  To 
do  this  properly  takes  at  least  20  minutes. 

An  outline  of  treatment  must  be  designed  suitable  to  the  particular  case, 
and  it  takes  at  least  another  10  minutes  in  instructing  the  patient  as  to  his 
general  mode  of  life,  and  how  to  inject  or  irrigate  himseK  properly.  The 
best  results  are  obtained  if  the  patient  can  be  put  to  bed  and  if  he  can  be 
seen  and  treated  every  day,  and  sometimes  twice  a  day,  by  a  trained  expert. 
If  the  case  is  an  early  one  and  has  not  spread  to  the  deeper  parts,  it  is  possible 
to  ciue  such  a  case  in  two  or  three  weeks  or  even  less.  For  instance,  out  of 
100  cases,  16  cases  were  cured  within  three  weeks,  13  in  one  week,  and  the 
shortest  period  of  cure  was  three  days.  At  present  it  is  only  possible  for  such 
ideal  treatment  to  be  obtained  by  the  very  rich,  or  in  military  hospitals, 
and  in  the  vast  majority  to  cases  the  treatment  can  only  be  second  best, 
that  is  to  say,  the  patient  cannot  go  to  bed  and  give  up  his  work,  he  cannot 
attend  more  than  once  or  twice  a  week  for  treatment  by  the  trained  expert, 
and  he  has  to  carry  out  the  major  part  of  the  treatment  himself  by  means 
of  irrigations  or  injections.  In  a  large  number  of  cases  no  harm  accrues 
from  this,  but  a  certain  number  of  the  patients,  either  from  stupidity,  or 
anxiety  to  do  too  much,  or  carelessness,  make  their  disease  very  much  worse 
by  their  own  treatment,  and  may  add  many  weeks  to  the  length  of  theii- 
treatment.  StiU  if  the  disease  has  not  spread  to  the  deeper  parts  (32  per  cent, 
in  180  cases),  and  if  the  patient  injects  or  irrigates  lumself  efficiently,  and  if 
his  treatment  is  controlled  once  a  week  by  the  expert,  then  a  large  proportion 
of  the  early  cases  can  be  cured  in  three  to  four  weeks.  If,  on  the  other  hand, 
the  disease  has  already  spread  to  the  deeper  parts  (58  per  cent,  m  180  cases) 
when  the  patient  first  comes  under  observation,  then  it  is  very  unusual  for 
the  patient  to  be  really  cured  in  less  than  a  period  of  fom-  to  five  months 
from  the  start  of  his  disease.  For  the  first  few  weeks  in  such  cases  little 
can  be  done  save  to  irrigate  the  tube  itself,  and  this  wiU  be  successful  in 
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reducing  the  discharge  to  a  small  quantity,  but  it  is  not  until  five  to  eight 
weeks  have  elapsed  from  the  start  of  the  disease  that  it  is  wise  to  commence 
treatment  of  the^deeper,  parts,  that  is  to  say,  vhen  in  the  ordinary  course 
of  nature  the  acuteness  of  the^ disease  has  died  down  in  the  deeper  parts 
and  the  disease  has  entered  upon  the  chronic  stage  ;  only  then  is  it  wise  to 
begm  treatment  to  eradicate  the  disease  from  the  glands  rovmd  the  deeper 
parts  of  the  vu-ethra.  For  this  it  is  necessary  that  the  patient  should  attend 
at  least  once  and  better  twice  a  week  for  treatment  by  the  expert,  which 
treatment  will  take  from  five  minutes  to  a  quarter  of  an  hour  and  in  the 
average  cases  at  least  six  weeks  to  two  months'  treatment  will'  be  required 
before  cure  is  attained,  and  in  a  few  resistant  cases  perhaps  four  or  even 
five  months'  treatment.  (In  80  hospital  cases  the  average  time  for  cure 
was  10  weeks.) 

The  main  features  in  the  routine  treatment  are,  first,  massage  of  the 
prostate  glands  ;  secondly,  irrigation  of  the  deep  urethra  ;  thirdly,  dilatations 
of  the  m-etlira  with  Kollmami's  dilators;  and  finally,  the  destruction  of 
small  infected  glands  through  the  operating  urethroscope  Any  practitioner 
can  be  quickly  trained  to  carry  out  the  first  two  forms  of  treatment,  and 
perhaps  two-thirds  of  the  cases  can  be  cured  by  these  means  alone  '  But 
the  latter  two  can  only  be  carried  out  by  a  man  after  many  months  if  not 
one  or  two  years  of  training. 

The  average  number  of  treatments  required  by  each  patient  is  somewhere 
about  20,  so  that  the  actual  time  to  be  given  by  the  expert  to  the  treatment 
of  each  individual  case  will  amount  on  the  average  to  five  hours  during 
the  course  of  10  weeks.  It  stands  to  reason,  therefore,  that  each  expert 
camiot  take  on  more  than  a  certain  number  of  cases  at  a  time.  It  is  un- 
reasonable to  expect  him  to  treat  all  the  cases  that  turn  up  on  any  one 
afternoon.  Even  with  the  most  expert  treatment  a  few  cases  will  remain 
uncured  at  the  end  of  four  to  five  montlis.  These  cases  may  be  termed  the 
rebellious  cases,  and  may  take  the  best  part  of  a  year  to  cure,  but  they  can 
all  be  cured  in  time  by  patience  and  suitable  treatment  as  is' shown  by  my 
figures  in  which  eight  cases  took  over  four  months  and  less  than  six  to  cure, 
and  one  took  10  months,  but  all  were  cured  in  the  end. 
When  is  it  possible  to  say  that  the  patient  is  cured  ? 

When  we  think  that  the  patient  may  be  cured  we  leave  off  all  treatment 
for  a  week  and  ask  the  patient  to  drink  alcohol.  Notliing  stimulates  the 
lurking  gonococcus  like  alcohol.  At  the  end  of  a  week  he  returns  for  a 
complete  examination.  If  the  urine  is  free  from  pus  and  if  the  microscopic 
examination  of  the  prostatic  fluid  shows  that  it  is  free  from  pus,  and  if  we 
can  see  with  the  uretliroscope  that  the  urethra  is  healthy,  then  we  conclude 
that  the  patient  is  cured.  If  he  wishes  to  marry  shortly  we  apply  still  more 
stringent  tests  by  means  of  bacteriological  cultural  methods.  I  have  described 
these  more  closely  under  the  section  that  relates  to  marriage. 

These  tests  have  proved  satisfactory  in  practice,  and  there  is  no  practical 
need  for  certain  blood  tests  such  as  the  "  complement  fixation  "  test,  which 
are  based  on  hypothetical  conceptions,  and  the  exact  meaning  of  which  are 
yet  not  fully  known.  If  these  tests  are  perfected,  as  they  probably  will  be 
in  the  next  few  years,  then  they  will  be  an  additional  help  of  great  value, 
but  they  will  never  replace  the  older  tests. 

Vaccine    Treatment, 

Is  it  possible  to  treat  the  disease  without  apparatus  by  vaccines  alone  ? 
At  the  present  time  vaccines  are  still  so  imperfect  that  it  is  certainly  not 
possible. 

Personally  I  have  tried  ^-accines  in  a  large  number  of  cases,  but  I  find 
I  get  no  better  results  in  those  cases  treated  with  vaccines  than  in  those 
treated  entirely  without.  In  many  cases  which  came  under  my  care,  positive 
harm  had  already  been  done  by  imwise  vaccine  treatment  during  the  acute 
stage  of  the  disease.     If  vaccines  are  given  in  the  acute  stage  of  this  disorder 
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they  make  the  disease  worse,  and  are  Uable  to  set  up  inflammation  of  the 
testicles  and  joints. 

However  perfect  vaccine  treatment  may  become  in  the  future,  the  same 
apparatus  in  use  at  present  will  always  be  required,  and  the  same  staff  of 
assistants  to  examine  the  cases  adequately  before  vaccine  treatment  is  com- 
menced, to  deal  with  complications  durmg  treatment,  and  to  say  when 
the  case  is  completely  cured.  Many  cases  have  come  to  me  who  had  been 
said  by  vaccinists  to  be  cured,  because  the  yellow  discharge  had  disappeared. 
Adequate  examination  usually  showed  that  the  disease  had  only  become 
latent  in  the  prostate,  and  had  not  been  cured  at  all.  A  proportion  of  my 
cases  who  had  been  treated  for  months  or  even  years  by  vaccinists,  turned 
out  to  have  severe  strictures  when  examined  adequately. 

Another  point  in  connection  with  treatment  is  the  attitude  of  parents 
and  wives. 

If  the  patient  is  young  I  always  endeavoiir  to  persuade  him  to  tell  his 
parents  himself,  and  if  he  does  so  there  is  seldom  any  trouble.  Endless 
difficulties  arise  when  a  patient  tries  to  conceal  it  frona  his  parents.  The 
facts  usually  come  out  in  the  end,  and  then  the  parents  are  annoyed  because 
they  have  not  been  taken  into  confidence  before.  The  same  is  true  of  wives. 
If  the  patient  is  open  with  liis  wife  there  is  usually  no  trouble,  and  of  course 
it  is  quite  easy  then  to  prevent  infecting  the  wife  ;  but  if  he  tries  to  conceal 
it,  it  nearly  always  comes  out  in  the  end,  and  then  it  may  lead  to  the  Divorce 
Court.  I  have  saved  the  happiness  of  many  homes  by  persuading  the 
husband  to  tell  his  wife.  Of  covirse,  under  no  pretence  whatever  do  I  tell 
such  confidential  information  to  a  third  person.  The  patient  does  so  himself 
voluntarily  on  my  advice.  Of  course,  if  he  refuses,  I  can  do  notliing,  and 
the  mattei"  remains  a  complete  professional  secret  between  the  patient  and 
myself 

Prevention. 

It  is  only  right  that  I  should  mention  in  my  evidence  how  it  is  possible 
for  a  man  to  prevent  his  contracting  tLe  disease.  If  within  one  or  two  hours 
of  connection  the  man  injects  into  the  urethra  a  little  10  per  cent,  protargol 
in  petroleiuxi  jelly,  or  if  he  washes  out  the  lurethra  with  1-2000  aqueous 
solution  of  potassium  permanganate,  then  he  will  never  contract  the  disease. 
A  certain  number  of  lay  persons  in  England  have  already  learned  this  fact, 
and  for  this  reason  alone  the  disease  is  becoming  slightly  less  common  amongst 
certain  classes.  If  every  adult  male  were  to  be  aware  of  this  fact,  and  were 
to  make  use  of  it,  the  disease  would  be  stamped  out  in  a  few  years. 
Unfortunately,  perhaps,  English  people,  especially  amongst  the  lower  classes, 
are  not  sufficiently  far-seeing,  or  are  too  lazy  to  adopt  such  methods  even  when 
they  know  of  them,  and  for  this  reason  alone  I  do  not  tliink  this  method 
would  ever  stamp  the  disease  out  in  England.  There  is  a  very  prevalent 
idea  that  the  wearing  of  a  condom  is  a  sufficient  protection  against  contracting 
the  disease,  but  I  have  plenty  of  evidence  that  convinces  me  that  it  is  not  so. 

Positive  Proposals. 

(1)  Prevention. — The  quickest  and  easiest  way,  from  a  strictly  medical 
or  scientific  point  of  view,  to  stamp  out  this  disease  in  England  would  be  to 
permit  the  vulgarisation  of  knowledge  on  tlie  question  of  how  to  prevent 
the  disease  inunediately  after  copulation,  as  I  have  already  described.  As  a 
medical  man  I  cannot  too  strongly  urge  this  point  of  view.  I  believe  it  is 
the  only  way  in  which  the  disease  will  ever  be  brought  under  control. 

What  extraordinary  effects  can  be  produced  by  intelligent  prophylaxis 
is  shown  by  the  great  diminution  of  gonococcal  ophthalmia  in  recent  years, 
simply  because  doctors  and  midwives  have  been  taught  to  instil  the  eyes 
of  the  newly  bom  with  silver  nitrate  as  a  routine  measure. 

The  great  diminution  of  the  incidence  of  the  disease  in  modern  armies, 
especially  the  German  army,  is  due  to  the  adoption  of  simple  prophylactic 
measures. 

h2 
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(2)  Notification. — 1  am  strongly  against  compvilsory  notification.  Such 
notification  would  lead  to  concealment.  By  a  little  wisdom  and  kindly 
counsel  on  the  part  of  the  doctor,  it  is  always  possible,  when  a  man  or  woman 
applies  for  treatment,  to  get  hold  of  the  woman  or  man  from  whom  he  or 
she  has  contracted  the  disease,  and  who  must  be  diseased.  She  or  he  can 
easily  be  persuaded  to  put  herself  or  himself  under  adequate  treatment, 
and  by  this  means  a  large  number  of  "  gonococcus  carriers  "  can  be  got 
hold  of  and  cured.  The  right  and  wise  system  would  be  a  voluntary 
notification  on  the  part  of  the  patient,  and  a  proper  "  follow  up  "  system 
made  by  the  surgeon  or  by  almoners  attached  to  a  genito- urinary  clinic. 
Compulsory  notification  would  be  considered  as  a  punishment.  The  disease 
is  sufficient  punishment  in  itself.  1  am  strongly  against  any  measure  which 
would  further  penalise  the  victim.  1  consider  that  cla\ise  in  the  Insurance 
Act  is  very  harsh  which  denies  benefit  to  the  victims  of  venereal  disease, 
and  I  have  reason  to  belie\e  that  it  is  being  largely  evaded.  I  would  like 
to  see  it  aboHsbed,  or  if  the  money  were  not  to  be  given  to  the  patient 
then  it  should  be  pooled  and  given  to  the  founding  or  the  support  of  genito- 
urinary clinics  in  the  general  hospitals,  or  amongst  the  panel  practitioners. 

Probably  the  most  practical  proposal  at  the  present  time  is  to  carry 
out  such  reforms  at  the  general  hospitals  as  to  encourage  cases  to  come 
up  at  the  earliest  possible  moment  for  diagnosis  and  treatment  by  efficient 
doctors.  At  the  present  time  few  of  the  panel  doctors  are  sufficiently  trained, 
nor  have  they  the  apparatus  required  to  treat  the  disease  in  a  modern  manner. 
At  first  the  treatment  should  only  be  at  special  clinics,  later  the  panel  doctors 
would  be  able  to  take  patients  if  they  could  produce  a  certificate  that  they  had 
attended  a  proper  course  of  training  in  this  disease  at  a  genito-urinary  clinic. 
When  the  doctors  had  been  trained  properly,  1  would  then  make  it  illegal 
for  a  chemist  to  treat  gonorrhoea  if  it  were  still  necessary.  A  doctor  should 
then  be  allowed  to  report  a  case  in  which  he  could  prove  that  a  chemist 
had  prescribed  treatment  for  the  disease,  and  a  hea\  y  penalty  ought  to  be 
meted  out  to  the  chemist.  This  would  soon  stop  this  very  serious  form  of 
maltreatment,  if  it  were  not  stopped  by  the  fact  that  the  doctore  could 
deal  with  the  disease  satisfactorily. 

The  disease  is  very  seldom  met  with  in  the  country,  and  is  practically 
confined  to  the  large  towns.  It  should  therefore  be  possible  to  establish  a 
system  of  special  genito-iuinary  clinics  at  the  geneial  hospitals  where  first 
of  aU  the  patients  could  be  treated  until  they  are  ciued,  and,  secondly,  the 
practitioners  of  the  future  could  be  trained  to  carry  out  treatment.  These 
clinics  would  also  be  engaged  in  research  work.  Special  hospitals  should  not 
be  encoxuaged,  l)ecavise  attendance  at  such  hospitals  attacl.es  a  stigma,  and 
many  patients  would  therefore  avoid  going  to  these  hospitals.  If  a  patient 
applies  to  a  general  hospital,  no  one  knows  to  which  department  he  may  be 
allotted. 
Outline   of  a    Scheme  for  a    Genito- Urinary   Clinic  at  a    General   Hospital. 

Such  clinics  have  long  been  established  in  America,  France,  and  Germany, 
the  best  known  being  perhaps  Yoimg's  Clhiic,  at  the  John  Hopkins  Hospital, 
Baltimore,  and  the  jVecker  in  Paris. 

It  has  long  been  recognised  abroad  that  genito-urinary  disease  cannot 
remain  a  part  of  general  svu-gery.  As  far  as  I  know,  the  only  hospital  in 
London  that  has  yet  started  a  special  genito-urinarj-  clime  is  Guy's  Hospital. 
But  at  the  London  Hospital,  for  the  last  year,  I  have  started  a  small  clinic 
with  voluntary  assistants,  which  is  not  yet  completely  recognised,  and 
which  is,  of  course,  not  nearly  large  enough,  but  at  which  I  have  found  it 
possible  to  treat  a  large  niunber  of  cases  of  urethritis  (108  new  cases  in  six 
months  out  of  a  total  of  1,140  new  out-patients).  As  soon  as  adequate 
treatment  is  available,  patients  flock  to  the  clinic  and  bring  their  friends, 
whereas  until  such  treatment  is  available,  the  fig\ires  would  appear  to  show 
that  there  are  comparativelj-  few  cases  of  gonorrhoea  attending  at  the  hospital, 
and  it  might  be  inferred  that  there  was  very  little  gonorrhoea  about  in  the 
surroimding  population. 
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The  clinic  woiald  be  presided  over  by  one  or  more  genito-urinary  surgeons, 
who  would  have  under  them  two  chief  assistants  who  would  be  well  paid. 
These  appointments  woiild  be  for  at  least  one  to  two  years.  Only  in  this 
way  can  the  life  and  tradition  of  a  clinic  be  kept  going.  Under  these  would 
be  as  many  post-graduate  students  appointed  as  voluntary  assistants  for 
three  or  six  months  as  could  work  in  the  nim:iber  of  benches  provided  in  the 
clinics.  There  would  also  have  to  be  one  or  two  unqualified  assistants  to 
clean  the  instruments  and  rooms.  Attached  to  the  clinic  ought  to  be  an 
adequate  number  of  beds,  an  operating  theatre,  cystoscope  room.s.  X-ray 
rooms,  and  a  smaU  museum  and  library.  Bacteriological,  histological  and 
chemical  examinations  could  either  be  done  in  the  general  laboratories  of  the 
hospital  or  covild  be  done  in  special  laboratories  built  for  the  purpose.  Stich 
a  genito-urinary  clinic  would  have  to  deal  not  only  with  cases  of  urethi'itis, 
but  also  A^ith  all  diseases  of  the  genito-urinary  system,  not  only  in  males  but 
in  females  and  children.  Only  by  including  all  these  can  you  provide  a  subject 
of  sufficient  scope  to  attract  the  highest  class  of  man,  and  to  provide  a  living 
for  those  who  take  up  the  subject.  It  wovild  be  the  greatest  mistake  if  only 
gonorrhoea  were  treated  in  this  special  department,  as  only  second-class 
men  would  apply,  and  a  stigma  woiild  attach  to  them. 

The  assistants  who  attended  for  the  three  or  six  months'  course  could 
then  go  back  into  practice,  or  covild  take  the  course  while  in  practice,  and 
at  a  very  small  cost,  £60  to  £100,  could  fit  themselves  up  a  small  room 
sviitable  for  treating  this  disease  properly.  They  would  receive  a  certificate, 
and  if  they  were  on  the  panel  would  have  the  panel  patients  sufTering  from 
this  disease  drafted  to  them.  They  ought  to  receive  higher  pajTnent  for 
doing  this  work. 

Syphilis  should  not  be  treated  in  a  genito-urinary  clinic. 

The  practice  grew  up  abroad  of  making  a  speciality  of  skin  diseases, 
syphilis,  and  gonorrhoea.  This  was  before  the  differentiation  of  syphilis 
and  gonorrhoea  by  means  of  bacteriological  examination.  S3philis  naturally 
went  to  the  skin  specialist  owing  to  its  many  skin  complications,  but  it  was 
quite  vmnatural  that  gonorrhoea  should  go  there  too.  The  result  was  that 
either  the  skin  man  took  on  a  special  assistant  to  treat  the  urethritis  cases 
only,  as  in  Joseph's  well-known  Berlin  Clinic,  or  else  he  neglected  the  urethritis 
altogether. 

The  time  has  now  come  to  divorce  these  two  diseases  again  as  far  as  is 
practical,  and  that  is  actually  beins  done  abroad. 

Syphilis  in  its  early  stages  should  come  under  the  control  of  the  skin 
specialist,  and  cases  of  m-ethritis  should  be  grafted  to  the  genito-urinary 
speciaKst.  Where  the  two  diseases  co-existed,  the  syphilis  shovild  be  treated 
first  in  the  skin  department,  and  the  treatment  of  the  urethritis  should  only 
commence  when  the  infective  stage  of  the  syphilis  had  been  controlled  by 
treatment   with  salvarsan. 

If  each  large  hospital  were  to  develop  such  a  clinic,  it  would  probably 
be  possible  to  treat  all  cases  occurring.  Bvit  if  it  were  found  this  were  not 
so,  and  it  were  found  that  too  many  cases  came  up  to  the  clinic  than  covild 
be  dealt  with  adequately  by  the  number  of  assistants,  then  the  nvimber 
of  patients  attending  each  hospital  ought  to  te  limited,  and  the  overflow 
of  the  patients  ought  to  be  drafted  either  into  special  clinics  kept  by  the 
panel  doctors  or  by  municipal  clinics  on  some  such  lines  as  tuberculin 
dispensaries. 

To  each  clinic  should  be  attached  almoners,  whose  dvity  wovild  be  to 
follow  up  the  cases,  and  try  to  get  up  for  treatment  those  from  whom  the 
patients  had  caught  their  disease  ;  svich  almoners  might  also  in  time  be 
able  to  dissemmate  simple  knowledge  of  the  disease  and  the  need  for  early 
treatment. 

If  such  clinics  were  established  it  would  be  particularly  important  that 
Army  and  Navy  doctors  should  be  encouraged  to  study  and  undergo  courses 
therein. 

There  would  be  no  difficulty  in  staffing  these  clinics,  as  I  know  from. 
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experience  that  the  competition  on  the  part  of  the  younger  doctors  and 
students  to  learn  the  scientific  treatment  of  this  diseaee  is  amazing.  At 
present  I  only  employ  two  voluntary  assistants,  but  I  have  at  least  half  a  dozen 
on  my  list  waiting  to  be  taken  on  when  there  is  room  for  them.  They  are 
all  keen  and  zealous  men,  who  are  not  satisfied  with  the  old-fashioned  system 
of  treatment  prevalent  in  England. 

Women. 

The  treatment  of  women  is  in  an  even  more  backward  state  in  England 
than  that  of  men.  The  departments  for  diseases  of  woiren  ere  eo  under- 
staffed that  they  have  little  time  to  spare  from  the  other  diseases  of  wcmen 
to  pay  attention  to  this  very  important  and  difficult  subject.  The  modern 
treatment  of  women  is  liased  on  exactly  the  same  factors  as  tl  at  of  men. 
One  has  to  track  out  the  latent  germ  to  the  gland  in  which  it  is  lying  dormant 
and  eradicate  it  there.  It  is  far  more  difficult  to  prove  that  a  woman  is 
infected  than  a  man,  the  treatment  is  m.ore  difficult,  it  is  not  so  easy  to  say 
when  she  is  cured,  and  finally,  it  is  very  difficult  to  get  women  to  attend 
regularly  to  get  cured;  whereas,  as  a  rtile,  men  are  mad  to  get  cured  and 
will  come  for  miles  and  wait  all  the  afternoon  for  months  at  a  time  imtil 
they  are  assured  that  they  are  cured.  I  would  strongly  adAocate  attaching 
the  women's  department  to  the  genito-urinarA'  clinic. 

It  is  clear  that  a  man  has  got  to  give  up  his  life  to  the  study  of  genito- 
urinary diseases  if  he  is  to  be  fitted  to  treat  them  properly,  as  such  a  large 
number  of  special  instmments  requiring  great  skill  in  manipulation  ha\e 
to  be  mastered,  and  knowledge  has  grown  so  quickly  that  nowadays  it'  is 
imposs  >)le  for  a  man  to  keep  up  to  date,  except  in  one  branch  of  surgery. 
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How  TO  Fit  up  a  Room  for  the  Examination  of 
Urethral  Cases. 

This  can  be  demonstrated  by  describing  the  photographs 
of  a  room  I  have  designed  in  my  private  clinic  in  Harley 
Street. 

Photo.  1.  From  left  to  right.  A  set  of  drawers  with  a  glass 
top — on  this  a  glass  case  with  trays  for  holding  instruments 
and  sterilismg  them  by  formaline  vapour.  On  top  of  that 
a  glass  jar  for  holding  urethroscope  tubes  in  formalme  vapour. 
A  couch  with  mackintosh  cushions  and  towels  used  fresh 
for  each  patient  ;  on  the  couch  is  the  beUows  for  the 
urethroscope.  Above  the  couch  is  a  rheostat  which  leads  off 
a  transformer  in  the  basement  where  the  street  current  is 
reduced  to  25  volts.  Attached  to  this  are  the  leads  for  the 
urethroscope,  and  to  the  right  of  this  a  glass  shelf  to  hold 
the  urethroscope  always  in  readiness. 

On  the  M-aU  is  seen  a  lift  let  in  the  wall  to  hold  two  irrigators 
and  worked  by  a  bronze  handle  made  for  me  by  the  Titan 
Lift  Company.  Rubber  tubing  leads  from  one  irrigator 
to  the  urethra]  .hield  and  nozzle  which  lies  in  a  jug  of  lysol 
and  water. 

Below  the  irrigators  is  seen  a  low  bench  on  which  are 
three  enamel  dishes.  One  holds  swabs  and  rubber  finger  cots, 
the  second  holds  lint  and  string,  the  third  contains  antiseptic 
lotion  (1/4000  Oxycyanide  of  Mercury)  and  in  it  are  placed 
a  stylo  filler,  rubber  tubes  for  the  KoUmann's,  Ultzmann's 
sjrringes  and  catheters,  and  the  commonly  used  urethroscope 
tubes. 

The  rest  of  the  necessary  outfit  is  seen  by  a  studj^  of  the 
second  photograph. 

On  the  top  glass  sheh  are  seen,  from  left  to  right,  a  glass 
jar  contaming  lysol  and  distilled  water,  and  two  Kollmaim's 
dilators,  five  bottles  containing  acetic  acid.  Potassium 
Permanganate  1/25,  Zmc  Permanganate  1/25,  Oxcj'anide  of 
Mercury   1/25,  and  silver  nitrate  twenty-three  grains  to  the 
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ounce.  These  are  used  for  making  antiseptic  washes  by 
means  of  the  glass  drachm  measure  which  comes  next,  then 
two  large  specimen  glasses,  then  the  urine  testing  apparatus. 
On  the  lower  glass  shelf,  from  right  to  left,  are  seen  a  pair  of 
motor  goggles  for  use  with  the  urethroscope,  a  bottle  con- 
taining silver  nitrate  crystals,  four  bottles  containing  silver 
nitrate,  five,  ten,  fifteen,  tAventy  grains  to  the  ounce  of  distilled 
water,  a  porcelain  dish  for  use  with  the  bottle  of  Stovaine  4%, 
a  tube  of  lubricant,  a  pot  of  vaseline,  a  switch  for  the  electric 
steriliser  seen  at  the  extreme  left. 

Behind  the  steriliser  are  an  Undine  containing  borax 
methylene  blue,  a  bottle  of  cedar  oil,  a  spirit  lamp  and  some 
microscopic  slides,  and  a  box  of  matches. 

Underneath  is  a  special  sink  made  to  my  order  containing 
a  hand  basin,  a  slop  sink  and  a  draining  shelf,  on  ^hich  are 
placed  enamel  jugs  and  enamel  pots,  and  a  forceps  for  taking 
instruments  out  of  the  steriliser.  The  pots  are  sterilised 
in  a  large  steriliser  in  a  special  sterilising  room.  On  the  wall 
above  the  basin  can  be  seen  a  liquid  soap  dropper  which 
however  contains  lysol  for  dropping  direct  into  the  hand- 
basin.  The  taps  are  of  nickel  and  have  no  corners,  so  are 
easily  polished.  Underneath  the  sink  is  seen  a  basket  for 
soiled  towels  and  an  enamel  receiver  for  soiled  lint,  &c. 

With  the  articles  seen  in  these  photographs  any  form  of 
urethral  instrumentation  can  be  carried  out. 

The  formaline  and  sterilising  case  contains  metal  and 
gum  elastic  bougies  and  catheters,  the  urethroscope  operating 
instruments,  h\T)odermic  sjTinges,  a  few  bistouries,  an  eye 
probe,  and  other  miscellaneous  instruments. 


Part  of  Room  Fitted  for  ExAiuxATiON  of  Urethral  Cases. 
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MISCELLANEOUS    NOTES. 
EPIDIDYMITIS. 

When  a  patient  develops  epididjTxiitis,  he  nsually  has  fever,  and  it  is 
time  to  order  him  to  bed.  Kest  in  bed,  support  of  the  testicle,  hot  fomenta- 
tions and  hot  baths,  and  drugs  to  relieve  the  pain,  these  are  the  chief  remedies. 
The  deep  urethra  must  be  left  severely  alone,  but  you  can  continue  to  irrigate 
the  anterior  urethra  once  a  day  to  keep  down  the  discharge,  if  present. 

In  ten  days  or  a  little  longer  most  swellings  of  the  testicle,  however  acute, 
svibside  natm-ally. 

I  do  not  believe  in  trying  to  hasten  matters,  as  the  rest  in  bed  is  most 
helpful  in  the  cure  of  the  other  parts  of  the  trouble.  There  are  many  short 
cuts  published  of  an  operative  nature,  such  as  puncture,  incision,  drainage, 
lavage  of  the  inflamed  structure.  I  can  see  no  advantage  in  submitting 
the  patient  to  operative  procedures  when  the  trouble  is  liiiely  to  disappear 
of  itself  in  the  course  of  ten  days. 

JJEATOTOMY. 

It  is  common  to  find  on  examination  of  the  meatiis  that  the  entrance 
to  the  canal  is  too  narrow  (that  is  to  say,  less  than  24  Charriere),  and  this 
means  that  in-igation  or  injection  will  be  difficult  to  carry  out,  urethroscopy 
will  be  almost  impossible  and  anyhow  ineffective,  and  the  passage  of 
Kollmann's  dilators  and  other  instruments  will  be  precluded.  In  addition 
I  feel  srn-e  that  drainage  of  the  canal  is  ineffective  and  that  for  this  reason 
alone  the  case  is  not  likely  to  do  well.  In  practice  it  is  found  that  cases 
with  a  narrow  meatus  do  not  do  well. 

The  commonest  cause  of  a  narrow  meatus  is  a  congenital  maKormation, 
either  the  meatus  is  natural  in  shape  but  too  narrow  ;  or  there  is  a  tliin 
veil  like  membrane  on  the  ^•entral  aspect  which  co\ers  in  the  \entral  portion 
of  the  opening  :  or  there  is  glandular  hypospadias  and  a  narrow  opening  to 
the  urethra  which  ends  at  the  jimction  of  the  aborted  foreskin  and  the  aborted 
frsenum.  This  latter  form  is  often  associated  with  para-urethral  follicles, 
which  may  be  infected  and  may  need  to  be  destroyed. 

In  all  cases  where  the  meatus  is  nanower  than  24  Charriere  I  advise 
meatotomy.  The  earlier  in  the  case  this  is  carried  out  the  better  for  the 
patient. 

Instruments  and  Materials  Required  .—A  hj-podermic  syringe,  a  porcelain 
dish,  a  solution  of  2  %  Stovaine  to  which  is  added  a  few  drops  of  Adrenalin, 
a  sharp-pointed  narrow  ciu-ved  bistoury,  the  obturator  of  a  Xo.  28  or  30 
Charriere  urethroscope  tube,  a  tube  of  lubricant,  a  powder  pot  containing 
boracic  powder. 

Operation.  Fill  the  syringe  with  the  solution  of  Stovaine.  Drive  the 
needle  into  the  glans  penis  just  to  one  side  of  the  fr»~num,  and  about  half 
an  inch  below  the  meatus.  Drive  the  solution  in'o  the  tissues,  and  as  you 
do  so  advance  the  needle,  until  you  have  infiltrated  the  tissues  of  the  glans 
on  each  side  of  the  meatus.  Remove  the  needle,  insert  the  bistouiy  into 
the  urethra,  and  bring  the  point  out  through  the  floor  in  the  middle  line 
at  a  suitable  distance  from  the  meatus.  Cut  through  the  inter^  ening  tissues. 
Lubricate  the  metal  obturator  and  pass  it  down  the  canal  so  as  to  make 
sure  you  have  cut  enough  tissue  and  have  made  a  large  enough  opening. 
Powder  the  wound,  and  remove  the  obturator.     Tie  a  piece  of  lint  round 
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the  penis.     Give  the  patient  a  tin  of  powder  and  instruct  him  to  po'wder 
the  wound  every  time  after  making  water. 

After  Treatment.  The  patient  must  attend  every  day  or  every  other 
day  for  a  week  or  ten  days  when  the  obturator  is  pafged  on  each  occasion 
so  as  to  keep  the  two  little  wounds  from  growing  together.  Eventually, 
they  each  skin  over  and  a  new  meatus  of  edeqi  ate  siye  is  ot  taincd. 

PARAURETHRAL    FOLLICLES. 

The  penile  urethra,  as  far  forwards  as  the  glens  penis,  is  foiired  in  fatal 
life  by  the  folding  in  of  the  walls  of  the  cloecal  cleft  to  embrace  the  front 
portion  of  the  cloaca.  The  last  inch  of  the  urethra  in  the  glens  ns  formed 
by  the  downgrowth  of  an  epithelial  tunnel  (or  cylinder)  from  the  apex  of 
the  glans  through  the  body  of  the  glans  to  make  a  junction  with  the  developing 
penile  urethra.  From  this  follow  a  great  number  of  abnormalities  of 
development.  The  glans  portion  may  be  absent,  or  it  may  form  a  shallow 
groove,  or  it  may  be  represented  by  a  long  narrow  blind  tunnel,  lined  by 
epithelium. 

Associated  with  these  maldevelopments  of  the  glans  end  its  urethra 
are  found  blind  pits  lined  by  epithelium,  of  a  length  varying  from  {-inch  to 
as  much  as  three  or  four  inches.  Pits  over  1-inch  deep  are,  however,  very 
rare.  The  mouths  of  these  pits  are  most  commonly  m.et  vitli  on  the  floor 
or  on  the  sides  of  a  hypospadiac  groove,  but  they  m.ay  I  e  found  anywhere 
on  the  surface  of  the  glans,  and  not  uncommonly  at  the  side  of  the  penis 
at  the  junction  of  the  glans  and  the  foreskin.  They  are  of  great  pathological 
importance,  as  unless  their  anatomy,  pathology,  ertd  treatment  are  under- 
stood and  appreciated,  they  may  remain  infected  almost  indefinitely. 

Clinical    Pathology, 

The  gonococcus  ascends  the  blind  pit  and  sets  up  a  purulent  ditcharge. 
Redness  swelling  and  oedema  appear  round  the  m.cuth  of  the  pit,  and  a 
bead  of  pus  can  be  squeezed  out  from  the  centre  of  the  svelling.  The 
appearance  may  closely  simulate  a  chancre.  Fxamination  of  the  discharge 
shows  pus  cells  and  gonococci,  but  no  spirochaptes.  If  left  alone  a  little 
abscess  may  form  which  may  burst  and  resolve.  Commonly  such  an  abscess 
keeps  on  bursting  and  healing  up  and  bursting  again  for  an  indefinite  period. 
Sometimes  such  an  abscess  bursts  into  the  floor  of  the  vuelhra  and  sets  up 
a  fistulous  opening.  On  one  or  two  occasions  I  have  met  with  cases  where 
chronic  induration  of  the  walls  has  set  in,  the  mouth  has  closed  up,  and  after 
a  period  of  years  the  fibrosis  has  become  so  extreme  that  a  tumour  has  formed 
the  size  of  a  walnut,  and  which  I  ha^e  had  to  remove  by  operation. 
Microscopic  examination  revealed  the  true  nature  of  the  trouble.  The 
gonococci  may  live  encysted  in  such  an  indurated  follicle  for  years  without 
causing  any  trouble.  Sometimes  they  burst  forth  years  later  and  re  infest 
the  patient  with  his  own  gonococcus.  I  have  had  some  most  striking  instances 
of  this.  Be  on  your  guard  then  and  look  out  for  Ihffe  infected  pits  or 
paraurethral  follicles. 

To  investigate  such  a  pit,  first  pass  the  obturator  of  a  urethroscope  tute 
to  act  as  a  guide  to  the  position  of  the  urethra.  Then  take  a  Ko.  1  canaliculus 
probe  and  pass  this  into  the  mouth  of  the  pit  and  see  how  deep  it  is.  If  it  is 
only  a  shallow  pit,  fvise  a  little  pure  silverstick  on  to  the  end  of  the  probe 
and  then  rvm  it  again  to  the  bottom  of  the  pit  and  leave  it  in  for  a  few  seconds. 
This  usually  cures  the  trouble  straight  away. 

If  such  a  procedure  fails  to  cure,  at  the  next  sitting  ansrsthetise  the 
neighbourhood  of  the  pit  by  means  of  the  hj'podermic  injection  of  a  local 
anaesthetic,  pass  an  obturator  as  a  guide,  and  then  run  a  fine  electric  cautery 
needle  down  to  the  bottom  of  the  pit.  Turn  on  the  current  and  bum  away 
the  walls^of  the  pit.  This  method  is  invariablj'  successful  in  bringing  about 
a  cure.  It  is  quite  useless  to  try  any  less  heroic  measures  in  the  cure  of 
these  pits.  Simple  lavage  is  useless.  Cure  can  only  be  obtained  by  destroying 
the  epithelial  lining  of  the  pit  completely. 
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ABORTIVE    TREATMENT   BY   STRONG   SOLUTIONS 
OF   SILVER   NITRATE. 

If  a  patient  comes  up  for  examination  within  twenty-four  hovirs  after 
he  has  first  noticed  tirethral  discharge,  or  if  he  comes  np  within  forty-eight 
hours  and  the  discharge  is  very  mild  and  the  urethral  lips  not  acvitely  inflamed, 
then  it  is  undoubtedly  possible  to  abort  the  disease  in  a  number  of  cases. 
At  one  time  I  often  made  use  of  this  method  and  obtained  a  high  percentage 
of  quick  cvires.  All  the  same,  for  the  last  few  years  I  have  entirely  given 
the  method  up  as,  first,  it  is  intensely  painful ;  secondly,  if  imsuccessful  it 
usually  drives  the  disease  back  :  thirdly,  it  is  possible  to  obtain  almost  as 
quick  results  with  little  risk  or  pain  by  means  of  daily  Janet's  irrigations, 
controlled  by  urethroscopic  examination  as  soon  as  the  urine  is  clear. 

Though  I  advise  against  this  method  I  think  it  well  to  describe  it. 

The  patient  passes  water,  and  reclines  on  a  couch.  He  is  instructed 
to  hold  the  penis  and  urethra  firmly  between  the  fingers  placed  below 
the  scrotum  and  the  thumb  placed  above  the  penis  at  the  junction  of  penis 
and  pubes.  This  is  to  prevent  the  injection  going  back  into  the  biilbous 
lu-ethi-a,  as  in  such  early  cases  the  disease  is  still  confined  to  the  first  three 
inches  of  the  canal.  Fill  a  urethral  syringe  with  a  solution  of  five  grains 
of  Silver  Nitrate  to  one  ounce  of  distilled  water.  Fill  the  canal  with  the 
solution,  close  the  meatus  with  the  finger  and  massage  the  solvition  into 
the  walls  and  follicles  of  the  urethra.  After  one  minute  let  out  the  solution 
and  repeat  the  process  once  more.  Let  the  patient  report  the  next  day 
and  in  a  favourable  case  nothing  will  be  seen  biit  a  little  clear  watery  discharge. 
Give  an  anterior  irrigation  of  1/3000  Potassium  Permanganate.  The  patient 
reports  again  on  the  following  day  and  should  then  be  cured.  If  discharge 
containing  gonococci  is  still  found  on  the  second  day,  then  the  method  has 
failed  and  resort  should  be  had  to  ordinary  irrigation  treatment. 

STJB-URETHRAL    ABSCESS. 

In  average  indi\nduals  there  are  no  glands  or  follicles  on  the  floor  of  the 
urethra  except  the  glands  of  Cowper.  In  exceptional  individuals  glands 
are  present,  and  if  so  they  are  usually  large.  If  a  large  gland  on  the  floor 
of  the  urethra  becomes  infected  with  the  gonococcus  we  can  feel  a  little 
tender  pea-like  nodule  beneath  the  lu'cthra,  especially  if  we  pass  a  metal 
sound  into  the  urethra  and  palpate  on  to  this.  If  we  inspect  with  the 
lu-ethroscope  we  can  see  the  reddened  mouth  of  the  gland.  The  mouth  may 
exude  pus  or  it  may  be  blocked  completely.  If  it  exudes  pus  we  can  pass 
a  probe  with  silver  nitrate  fused  thereon  into  its  mouth,  open  up  its  mouth 
and  so  ensure  drainage  and  cure.  If  the  mouth  is  closed  it  is  sometimes 
very  hard  to  do  this.  There  is  no  doubt  that  such  infected  glands  can  lie 
closed  off  and  dormant  for  years  and  can  burst  into  the  urethra  at  a  later 
date  and  so  appear  to  prodvice  a  spontaneous  attack  of  urethritis. 

Very  often  these  infected  suburethral  glands  burst  on  to  the  outside 
of  the  penis  and  produce  a  sinvis  which  discharges  pus,  and  sometimes  even 
a  vu-inary  fistula  (see  fig.  facing  p.  70). 

If  such  a  sinus  is  found  the  best  treatment  is  to  open  up  the  mouth  with 
a  fine  probe  and  squeeze  oiat  the  pus  every  day  for  four  or  five  days,  so  as  to 
obtain  a  well-defined  external  opening.  At  the  end  of  that  time  pass  a  metal 
sound  down  the  urethra  to  act  as  a  gviide,  then  run  a  probe  with  silver  nitrate 
fused  thereon  quickly  down  to  the  bottom  of  the  sinus.  This  usually  cvires, 
especially  if  it  is  repeated  at  a  second  sitting  a  few  days  later.  If  this  treat- 
ment fails  to  cure,  and  especially  if  a  lu'inary  fistula  has  formed,  the  quickest 
method  of  cure  is  to  administer  a  general  anaesthetic,  pass  a  metal  sound  as 
a;  guide,  run  a  fine  electric  cautery  needle  down  to  the  guide,  turn  on  the 
current  and  bum  out  the  sinus.  Then  tie  a  catheter  into  the  bladder  for  a 
few  days,  until  the  fistula  has  healed.  Very  often  there  is  a  stricture  in  the 
neishboiu-hood  of  the  sinus.  In  that  case  internal  urethrotomy  should  be 
performed  at  the  same  time. 
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PERINEAL    ABSCESS. 

If  Cowper's  glands  become  infected  (an  rnccmnon  phenomenon)  a.  large 
abscess  forms  deep  in  the  perineum  beneath  the  scrotum.  The  best  treat- 
ment is  to  cut  down  at  once  in  the  middle  line  of  the  perineum  imtil  pus 
is  stiiick,  and  drain  the  abscess  with  a  tvibe.  Unless  you  have  had  experience 
of  these  cases  you  will  be  surprised  to  find  how  deep  a  cut  is  needed  through 
thickened  inflammatory  tissue  before  the  pus  is  struck. 

If  a  perineal  abscess  is  left  too  long  unopened,  complications  will  arise. 

COMPLICATIONS    OF    PERINEAL    ABSCESS. 

1.  Urinary  Abscess.  The  abscess  bursts  into  the  urethra,  so  that  every 
time  the  patient  passes  water  the  abscess  swells  up  with  urine  and  tl.en  gradu- 
ally empties  itself  again.  No  time  should  be  lost  in  draining  the  abscess 
through  the  skin  of  the  perineum. 

2.  Extravasation  of  Ur  ne.  If  the  urinary  al  scess  is  left  too  long  unopened, 
the  urine  may  burst  its  way  into  the  tissues  through  the  wall  of  the  abscess. 
Usually  the  patient  ceases  to  pass  water  naturally,  and  an  acute  inflammatorv' 
cellulitis  quickly  spreads  into  the  scrotimi  and  penis  and  on  to  the  wall  of 
the  abdomen.  The  patient  is  extremely  ill,  and  is  likely  to  die  in  a  few 
days  unless  treatment  is  promptly  canied  out. 

The  treatment  is  simple  and  effective  if  done  in  the  right  way.  Administer 
a  general  ana-sthetic  or  induce  spinal  analga^sia.  Shave  the  parts  thoroughly. 
Start  by  making  an  incision  deeply  into  the  perineum  strictly  in  the  middle 
line.  When  a  great  depth  has  been  reached,  a  large  fo\il  abscess  containing 
gas  will  be  struck.  Insert  a  large  tube.  Now  take  a  sharp  curved  bistourj' 
and  make  dozens  of  small  punctured  wounds  into  the  red  and  swollen  skin 
of  the  perineum,  scrotimi,  penis  and  abdomen.  As  each  piuicture  reaches 
the  subcutaneous  tissue  clear  fluid  will  flow  cnit.  This  is  the  sign  that  the 
correct  depth  or  layer  has  been  reached.  The  fluid  is  urine.  I  ha^e  tested 
the  fluid  in  many  cases  and  found  that  it  contains  2  %  urea.  These  multiple 
punctvu-es  are  all  that  is  required.  On  no  account  make  large  slasl.ing  cuts, 
and  on  no  account  pass  tubes  luider  the  skin  from  one  opening  to  another. 
That  step  is  usvially  recommended  in  the  text  books,  and  not  only  is  it  un- 
necessary but  it  is  extremely  dangerous,  as  it  often  leads  to  sloughing  of 
the  skin  of  the  scrotum  and  penis.  Another  warning  is  necessary.  A  great 
many  cases  of  extravasation  of  urine  have  no  stricture  of  the  urethra  at  all. 
The  text  books  say  they  have  a  stricture  and  that  an  external  virethrotomy 
must  be  done.  Nothing  can  be  further  from  the  truth  or  more  unwise 
Leave  the  lu-ethra  severely  alone,  and  pass  no  instrviments.  The  urine  will 
always  be  found  to  flow  freely  through  the  tube  stuck  into  the  abscess  in 
the  perineum  without  any  attempt  having  been  made  to  put  the  finger  into 
the  bladder  or  to  place  the  tube  in  the  bladder. 

Place  dry  dressings  on  the  whole  wound,  not  fomentations.  If  fomenta- 
tions are  used,  dangerous  bleeding  may  ensue.  In  twenty-four  hours  the 
bleeding  Mill  ha^e  ceased  under  dry  dressings.  Then  and  only  then  should 
fomentations  and  lysol  baths  be  started.  Under  this  the  wounds  drain 
well,  and  at  the  end  of  a  week  the  whole  trouble  will  be  found  to  have  healed. 
Then  is  the  time  to  \ise  the  urethroscope.  If  a  stricture  is  seen,  you  can 
dilate  with  bougies,  or  if  it  is  a  very  severe  stricture  you  can  carry  out  internal 
urethrotomy  and  tie  in  a  catheter  for  three  days.  The  fistula  soon  heals, 
but  of  course  it  is  necessary  to  pass  metal  bougies  to  dilate  the  stricture  at 
weekly  intervals  and  finally  finish  off  with  Kollmann's  dilators. 

Aiiother  warning  should  be  sotmded.  Do  not  be  persuaded  on  anj' 
account  in  such  cases  to  make  a  suprapubic  opening  into  the  bladder.  It  is 
qiiite  unnecessary  and  leads  to  manifold  complications. 

Another  curious  fact  may  here  be  stated.  A  large  number  of  cases  of 
extravasation  of  urine  have  never  had  gonorrhoea,  let  alone  have  they  had 
any  previous  stricture.  I  have  seen  extravasation  in  quite  young  children, 
and  often  in  patients  who  have  never  had  gonorrhoea. 
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In  gonorrhceal  cases  extravasation  always  starts  in  a  perineal  or  sub- 
urethral abscess.  In  about  half  the  cases  no  stricture  is  present  at  all.  The 
determining  factor  appears  to  be  the  addition  of  a  gas  forming  anaerobic 
organism  to  the  pre-existing  gonococcal  abscess. 

In  non-venereal  cases  the  process  appears  to  start  as  a  spontaneous 
infection  of  a  subiu-ethral  gland  with  a  gas  forming  organism.  Why  and 
how  the  organism  gets  to  that  particular  situation  I  cannot  say.  Possibly 
it  is  of  hsematogenous  origin  and  is  in  the  process  of  being  excreted  by  the 
kidney  in  the  tuine  when  it  lodges  in  the  floor  of  the  urethra.  The  process 
is  one  of  gangrenous  celluhtis  of  the  perineiom  and  scrotum  caused  by  a  gas- 
forming  organism. 

These  statements  are  based  on  a  somewhat  extensive  practical  experience 
of  such  cases  at  the  London  Hospital.  I  have  operated  on  a  series  of  cases, 
in  aU  of  which  I  used  the  Lurethroscope  so  that  my  statements  as  to  the  common 
absence  of  strictiu-e  are  foiuided  on  observation.  I  have  never  employed 
any  other  treatment  than  that  which  I  have  described,  and  I  have  only 
lost  one  case,  a  man  who  developed  pyocyaneus  pyasmia  after  the  operation 
and  died  of  that.  The  organism  in  the  original  abscess  proved  to  be  the 
pyocyaneus. 

Some  French  authors  have  denied  the  presence  of  urine  in  the  tissues 
in  these  cases,  and  say  that  its  presence  has  ne\er  been  proved.  I  have 
proved  the  presence  of  luine  over  and  over  agaiii,  as  the  fluid  in  the  tissues 
contains  two  per  cent.  urea. 

PROSTATIC    ABSCESS. 

Prostatic  abscess  is  quite  common  in  the  third  or  fourth  week  of  a  case  of 
luethritis.  The  diagnosis  is  easy.  There  is  considerable  fever  and  rectal 
examination  reveals  a  large  roiinded  tender  swelling  in  the  region  of  the 
prostate  the  size  of  a  tangerine  orange.  Gentle  pressm-e  on  the  swelling 
causes  several  drops  of  yeUow  pus  to  exude  from  the  meatus.  Retention  of 
virine  is  often  associated  with  such  an  abscess,  and  never  occms  unless  such 
an  abscess  is  present.  The  majority  of  such  abscesses  biu-st  into  the  deep 
lu-ethra,  and  empty  themselves  in  this  way.  It  is  often  advisable  to  help 
the  process  bj'  gentle  pressure  on  the  abscess  each  day.  If  retention  of 
ui'ine  is  present  the  passage  of  a  catheter  usually  bursts  the  abscess  into 
the  viretlu-a.  If  the  abscess  does  not  appear  to  be  draining  into  the  luethra, 
and  if  the  patient  appears  very  iU,  with  high  fever,  rigors  and  rapid  emaciation, 
then  it  is  advisable  to  open  such  an  abscess  on  to  the  SLirface  of  the  skin. 
On  no  accoiuit  should  such  an  abscess  be  opened  into  the  rectum,  as  the 
pus  may  infect  the  rectum  and  a  rectomethral  fistula  may  form. 

Spontaneous  rviptm-e  into  the  rectum  is  very  rare.  Rarely  the  abscess 
biu«ts  into  the  retrovesical  cellular  tissues  and  may  set  up  an  obstinate 
pehdc  ceUuhtis.     Rarely  it  bursts  into  the  bladder. 

If  you  are  in  dovibt  it  is  better  to  open  the  abscess  on  to  the  skin  rather 
than  to  wait  too  long  for  it  to  biust  naturally. 

The  operation  is  not  diflicult  if  done  in  the  right  way,  but  may  be  most 
difiicult  if  attempted  on  wrong  Imes. 

Operation  for  Prostatic  Abscess, 

Place  the  patient  m  the  lithotomy  position,  shave  the  parts  and  paint 
the  skin  with  iodme.  iMake  an  incision  two  inches  long  into  the  extreme 
front  part  of  the  iscliio-rectal  fossa. 

The  incision  starts  just  to  one  side  of  the  middle  line  at  the  level  of  the 
back  of  the  bulb  and  passes  backwards  and  outwards  for  two  inches  weU  to 
the  outer  side  of  the  anus. 

After  cutting  tlirough  the  superficial  fascia  deepen  the  incision  by  blrnit 
dissection  into  the  iscliio-rectal  fat  imtil  the  lower  margin  of  the  triangular 
ligament  can  be  felt  in  the  fore  part  of  the  incision.  Xow  insert  a  gloved 
finger  of  the  left  hand  into  the  rectum  and  use  this  as  a  guide  to  the  abscess. 
Take  a  sinus  forceps  in  the  right  hand  and  bore  your  way  forwards  into  the 


126        DISEASES    OF    THE    MALE    URETHRA. 

centre  of  the  swelling  until  pus  is  struck.  The  finger  in  the  rectum  keeps 
you  from  endangering  the  rectum.  Open  up  the  abscess  thoroughly  with 
a  finger  of  the  right  hand  and  insert  a  large  tube.  Shorten  the  tube  each  day 
as  it  pushes  its  way  out  until  it  comes  out  of  itseK. 

PROPHYLAXIS. 

"  If  preventible  why  not  prevented  '/  "  remarked  King  Edward  VII. 
Venereal  diseases  are  the  most  easily  prevented  of  all  the  plagues  that  affect 
mankind. 

I  need  not  repeat  what  I  have  said  as  regards  prophylaxis,  it  will  be 
found  on  page  115  of  my  evidence  before  the  Royal  Conmiission.  I  shall 
simply  give  here  the  details  of  two  methods. 

(1)  If  a  man  has  been  with  a  woman  and  comes  up  next  day, — let  him 
pass  water  ;  then  wash  out  the  anterior  urethra  with  two  pints  of  1/2000 
Potassium  Permanganate.     After  this  he  cannot  possibly  develop  urethritis. 

(2)  After  the  act  within  half  an  hour  let  him  pass  water,  and  wash  the 
parts  in  soap  and  water  and  dry  them.  Then  let  him  anoint  the  outside  of 
the  penis  with  a  white  ointment  containing  calomel  1  part,  lanoline  2  parts. 
Finally,  let  him  fill  the  first  inch  of  the  canal  with  a  jelly  containing  protargol 
1  part,  petroleum  10  parts. 

When  either  of  these  two  methods  has  been  properly  employed  I  have 
never  known  a  man  contract  urethritis. 

ABSTRACT  OF  A  PAPER  BY  ROST,  ZEITSCHRIFT  FUR  UROLOGIE. 
Vol.  IV.,  No.  5.   1910. 

It  is  .lira  )st  impossible  to  obtain  for  sections  a  lu-etlira  which  has  only 
be^ii  ui):!e  infected  and  that  recently.  Rost  was  able  to  obtain  postmortem 
sp  cimens  of  two  early  cases  of  urethritis,  and  gives  the  results  of  his 
study  of  the  microscopic  sections. 

The  first  case  was  of  six  weeks'  standing. 

1.  The  glandular  urethra  (fossa  navicularis). 

The  epithelium  was  flattened  and  there  was  a  diminution  in  the  height 

of  the  epithelial  folds. 
Many  leucocj'tes  seen  on  the  surface  and  between  the  epithelial  cells. 
The  subepithelial  connective   tissue   showed   a   varying    amoimt    of 

infiltration  with  inflammatory  cells,  amongst  which  plasma  cells 

predominated. 
There  was  extensive  destruction  of  the  elastic  fibre. 
The    corpus    spongiosium    showed    perivascular    infiltration     and 

endarteritis. 
Gonococci  could  be  seen  in  the  epitheUal  layer,  and  in  the  subepithelial 

connection  tissue  laj-er. 

2.  The  penile  and  bulbous  urethra. 

On  the  surface  degeneration,  desquamation   and  flattening   of  the 

epithelial  ceUs. 
In  the  depths  of  the  crypts  multiplication  of  the  glandular  epithelial 

cells  with  many  leucocytes  between  the  cells. 
The  subepithelial  connective  tissue  showed  an  infiltration  with  pus 

cells  and  plasma  cells,  most  marked  aromid  the  mouths  of  the 

glands. 
Great  destruction  of  the  elastic  fibres. 
The    corpus     spongiosum     showed    perivascular    infiltration     and 

endarteritis. 
The  glands.     Mouths    filled   with   epithelial    cells    and   leucocytes. 

The  epithelial   ceUs   of    the   ducts   much   degenerated.       Mucus 

secreting  cells  little  altered.     Gonococci  not  found  in  the  depths. 
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Membraneous  urethra. 

Epithelial  and  connective  tissue  changed  as  above,  but  practically 
no  glands.  Many  gonococci  in  the  epithelial  and  subepitheUal 
layers.     Degeneration  of  the  elastic  fibres. 

Posterior  urethra. 

Subepithelial  tissue  infiltrated  with  inflammatory  cells,  especially 
around  the  mouths  of  the  glands. 

The  prostatic  glands  and  ducts. 

The    epithelium    extensi^-ely    injiu-ed,    degenerated,    and    in    parts 

totally  destroyed. 
Many   of  the  interglandular  septa   destroyed   altogether,    and   the 

Imnina  of  the  fused  acini  packed  with  pus  cells. 
The  subepithelial  tissue  of  the  prostate  infiltrated  with  plasma  cells, 

with  much  destruction  of  the  muscle  and  elastic  fibre. 
Perivascular  infiltration  and  endarteritis.     In  places  the  formation 
of  small  abscesses  in  the  broken-down  substance  of  the  gland. 
The  other  case  showed  similar  changes. 
Two  lessons  could  be  learnt  from  the  research — 

1.  The  elastic  fibres  are  destroyed  from  the  very  first,   and  contractile 

or  shrinkage  changes  begin  almost  at  once  in  the  connective  tissue. 

2.  The  gonococci  are  chiefly  found  in  the  epithelial   and  subepithehal 

layers,  and  are  more  often  seen  free  than  in  the  pus  cells.     They 
were  only  found  in  some  of  the  glands  and  not  in  all. 
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of  {case),  99. 
Balanitis  simulating  Urethritis,  21, 

100. 
Bath,  Hot,  Value  of,  50. 
Bed,  advantage  of  lying  in,  in  acute 

stage,  50,  57. 
Bougies,  39,  40,  41. 

,  Routine  for  passing,  65. 

,  Medicated,    as    a     cause    of 

stricture,  34,  100. 


Cases,  Type,  56. 

Catheter,   Ultzmann's,    38. 

Catheters,  various,  43. 

Chemical  Urethritis  (cases),  91. 

Chronic  Urethritis,  9,  10,  14,  51, 
52,  62,  64,  71,  72,  103. 

Clinical  Pathology  of  Urethritis,  8 1 , 

Cocaine  never  to  be  used  in  the 
Urethra,  37. 

Colon  bacillus,  cause  of  epididy- 
mitis, 21. 

Spontaneous  Urethritis 

due  to  (cases),  91. 

sometimes   cause   of 

Gleet,  17,  99. 

and  Marriage    (cases), 

99. 

Commission,  Royal,  on  Venereal 
Diseases,  Author's  Statement  of 
Evidence  tendei-ed  to,  105. 

Diagnosis,  Importance  of  Accurate 

13. 

,  DiHerential,   21. 

of  Acute  Purulent  Uretliritis, 

18. 

of     Chi'onic    Gonorrhoea     or 

Gleet,  14. 

of  Epididymitis,  20. 

Tactile,  of  acute  Inflammation 

of  the  Prostate  and  Vesiculse 
Seminales,  19. 

Dilators,  43. 

Directions  as  to  Mode  of  Life,  48. 

Drugs,  50. 


Epididymitis,  Diagnosis  of,  20. 

,  note  on,  121. 

Etiologj^  of  L'retliritis,  1. 

Examination  and  Treatment,  Com- 
mon Methods  of,  23. 

of  Urethral  Case,  How  to  fit 

up  a  Room  for,  119. 

,  Physical,  of  Type  Case,  56. 

,  Short,  57. 


Films,  How  to  Prepare,  23. 
FoUicles,  Paraurethral,  note  on,  1 22 

,  infected,    simulating 

chancre  (case),  96. 
FormaUne  Sterilizer,  41. 
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Glekt,     Diagnosis    of    a    case    of 

Chronic,  14. 
,  Slight,  in  chi'onic  cases,  9,  10. 

sometimes  due  to  secondary 

infection,  17,  99. 

Gonococcus,  Incubation  period  of,  4. 

lying    latent,  9,  12,  97. 

carrier.  Importance  of  Curing, 

10,   13. 

,  (case),   97. 

Gonorrhoea,  Chronic,   Diagnosis  of 

a  Case  of,  14. 
,  ,  depression  caused  bv, 

51. 

HEMATURIA  as  symptom,  11,  9G. 
Herpes,  Cause  of  Ulceration,  21. 
Horse  Seriun,  Value  of  (cufir),  100. 
Husband  becoming  infected,  o,  92. 

Infection,  Towel  (case),  90. 

,  Bathing  Drawers  {case),  90. 

,  Water-closets  (cases),  90. 

,  Camp  (case),  90. 

Injecting,  Directions  for  (Out- 
patients), 30. 

,  Outfit  for,  3 1 . 

Injections,  30. 

,  Fluids  for,  33,  39,  46. 

,  Strong   Argyrol,   as  a    cause 

of  Stricture  (case),  100, 

Instructions  to  Patients,  48. 

Iritis,  11,  9"). 

Irrigating  Apparatus,  24. 

for  Patient's  own  use, 

27. 

Dilators,  43. 

Nozzles,   Uretlual,   29. 

Irrigation  Methods  of  Janet,  23. 

— - — ■,  Anterior,  24. 

: — ,    Posterior,   25. 

,  Indications  for  Janets,  28. 

Janet,  Irrigation  Methods  of,  23. 

,  ,  Indications  for,  28. 

Joints  (cases),  94,  95. 

Kollmann's  Irrigating  Dilators,  43. 

,  Treatment  bv,  40. 

,  Care  of,  47. " 

Latency  9,   12,  97. 

Laxatives,  importance  of,  51. 

Leukoplakia,  Urethroscopic  Ap- 
pearance of,    74. 

,  (case),  104. 

Littre,  swollen  glands  of,  59. 

,  infected  glands  of,  destroyetl 

by  operating  Urethroscope,  67. 


Lul)i'fax,  an  ideal  Lubricant,  37. 
Lubricants,   36. 

Lumbago,    Clu'onic,    often    due    to 
Gonococcus,    10,   94. 


Magnesium  Salts,  use  of,  51. 

Measles,  Urethritis  of  (case),  90. 

Meatal  pus.  How  to  prepare  films 
of,  23. 

]\leatotomy.  Note  on,  121. 

ilercury,  Oxcyanide  of,  as  injecting 
fluid,   34. 

^lethod,  Iirigation,  of  Janet,  23. 

,  ,  of  anterior,  24. 

,  ,  of  posterior,  25, 

I\Iicroseopical  Examination,  Neces- 
sity for,   I . 

In\cstigation,  Films  for,  23. 

Millet   vSeed    Bodies,   Urethroscopic 

Appearance  of  Multiple,  74. 

,  (caf:e),   104. 

Mumps,  Urethritis  during  (case),  91. 

Nitrate,  Silver,  as  injecting  fluid, 

34. 
Nozzles,  Urethral,  29. 

Oxalatp:s,  Test  for,  57. 

Pathology  of  the  living  as  ob- 
served Clinically,  4. 

,  Clinical,  of  Urethritis,  81. 

Patients,  Warnings  and  Directions, 
48. 

,     Irrigating      apparatus     for, 

27. 

Permanganate,  Potassium,  as  in- 
jecting fluid,   33. 

,  Zinc,    34. 

Phosphates,  test  for,  56. 

Polj'pi,  Urethroscopic  Appearance 
of  Inflammatory,  74. 

Potassium  Citrate,   use  of,   51. 

Permanganate    as    injecting 

fluid,   33. 

Pouches,  Urethroscopic  Appear- 
ance of,  73. 

,  Urethral  (case),  104. 

Prophylaxis,  note  on,  126. 

Prostate,  Tactile  Diagnosis  of  In- 
flammation of  the,  19. 

,  Massage  of  the,  35. 

,  ,  Diagram  to  illustrate, 

15. 

,  ,  Indications  for,  36. 

Prostatic  Fluid,  How  to  prepare 
Films  of,  23,  35. 


INDEX. 


131 


Prostatic  Massage,   35. 

,  Diagram    to  illustrate, 

,  Indications  for,  36. 

Prostatitis,  Chronic,  Importance  of 
recognising,  9,   10. 

,  ,  use  of  Bovigie  in,  40. 

Pus,  Test  for,  57. 


Rectal  Coitus  (cases),  89. 
Rheumatism,  Chronic,  often  clue  to 

Gonococcus,   10. 
Room  for  Examination  of  Urethral 

Cases,  How  to  fit  up  a,  119. 
Rost,  Abstract  of  paper  by,   126. 


Sandal  Wood  Oil,  use  of,  50. 

,  test  for,  57. 

Sciatica,     Clu-ouic,     often    due     to 

Gonococcus,   10. 
Sera,  55. 

Signs  and  Symptoms,  Notes  on,  9. 
Silver  Nitrate,  Abortive  Treatment 

by  strong  solutions  of.  Note  on, 

123. 
Staphylococci  sometimes  cause   of 

Gleet,   17,  98. 
Stei'ilizer,  Fonnaline,  41. 
Streptococci    sometimes    cause    of 

Gleet,  17,  99. 
Strictvire,    Fibrous,    Urethroscopic 

Appearance  of  Types  of,  72. 
,  ,    Ciu-ed  by  Kollmann's 

Dilator,  104. 

,  Dilators  for,  43. 

,  Medicated  Bovigies  as  a  cause 

of,  34,  100, 
missed      by    failm-e     to     use 

Urethroscope  {case},  104. 
,  Strong  Argyrol  injections  as 

a  cause  of,  34,  100. 

,  Treatment  of,  59,  65. 

,  Use  of  Bougie  in,  40. 

SjTnptoms  and  Signs,  Notes  on,  9. 
Syrmge,  Ultzmann's,  38. 


Temperature,    Importance    of 
taking,  11. 

Threads,  note  on,   17. 

,  How  to  prepare  Films  of,  23, 

Tonics,  use  of,  51. 

Treatment,  48. 

and    Examination,    Common 

Methods  of,  23. 

Tuberculous,    Sudden    Epididy- 
mitis often,  20. 

Type  Cases,  56. 


Ultzjiann's  Syringe  and  Catheter, 

38. 
Urates,  test  for,  57, 
Urethra,  Diseased   Appearance    of, 

70. 

,  How  to  Anaesthetise  the,  37. 

,   Normal  Appearance  of,  69. 

,  Surgical  Anatomy  of  the,  2. 

Urethritis,   Acute   Anterior,    Diag- 
nosis of,  18. 

, ,  Treatment  of,  58. 

,    — ■ — ,    with    infected 

follicles  {cases),  101, 
, ,  with  Soft  Strictures 

{case),  102. 
,  Posterior,  Diagnosis  of, 

18, 

, ,  Treatment  of,  60, 

,  Piu^ulent,  Diagnosis  of, 

18. 

•, ,  Type  Case  of,  56, 

,  Anterior,  cm-ed  in  a  few  days 

by  irrigations  alone  (cases),  92. 
,  Balanitis     simulating    (case) 

100, 

,  Chemical  {cases),  91, 

,  Chronic,  9.  10,  14,  51,  52,  62, 

64,  71,  72,   103. 
, Anterior     Relapsing 

(cases),   103. 

,  Clinical  Pathology  of,  81. 

dm-ing  Mumps  {case),  91. 

,  Etiology  of,  1. 

,  Haemorrhage  from  {cases),  96. 

,  Menstrual  {cases),  89. 

of  Measles  {cases),  90, 

,   Spontaneous,   dvie  to   Colon 

Bacillus  {cases),  91, 
,    Staphylococcal,    and    Pros- 
tatitis (case),  98. 

,  Sub-acute,  Treatment  of,  60, 

, Posterior  {case),  93. 

,    Urethroscopic    Appearances 

of — A.  Early  Acute,  70, 

B.  Later  Sub-acute,  71. 

C.  Early  Chronic,  71. 

D.  Later  Chronic,  72. 
Urethroscope,  The,  67, 

,  Wyndham  Powell  Aero,  ad- 
vantage of,  68, 

, • ,  How  to  use, 

68, 

,  Short  Description 


of  75. 

,    Strictiu-e   missed   by  failure 

to  use  {case),  104. 

Urethroscopic  Appearances,  Nor- 
mal, 69. 

of     Diseased   Urethral 

States,  70. 
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of 


Uietluoscopic    Appearances 

Fibrous  Strictm-es,  72. 
of  Inflammatory  Polypi, 

74. 

,  Rare,  73. 

Urethroscopy,  Early,  59. 
Urine,  Retention  of,  11,  96. 

Vaccine  Treatment,  Cases  not 
cm-ed  by,  98,  100. 

Vaccines,  51. 

Vaccinists,  Cases  treated  by  and 
said  to  be  cured,  98. 

Vasostomy,  use  of,  64,  102. 

Venereal  Diseases,  Royal  Com- 
mission on.  Author's  Statement 
of  Evidence  tendered  to, 
105. 


Vesiculaj  Seminales,  Tactile  Diag- 
nosis of  Inflammation  of  the,  19. 

Vesiculitis,  Clu'onic,  Treatment  of, 
62. 

,  Obstinate  {case),  92. 

,  Use  of  Bougie  in,  40. 

Warnings  to  Patients,  48. 
Warts,    Urethroscopic   Appearance 

of,  73. 
Wife  becoming  infected,  5,  92,  98. 
Wright,   Sir  Almroth,  criticism  of, 

7,  54. 
W\nidham  Powell, Irrigating  Nozzle, 

29. 
Urethroscope,    How   to 

use,  68. 

-,  Description  of,  75. 
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